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The  purpose  of  this  study  is  to  examine  factors  related  to  eating-disordered 
individuals'  decision  to  seek  or  not  seek  treatment.  Two  of  the  factors  that  are  examined 
include  June  Price  Tangney  and  Ronda  Dearing's  concepts  of  shame  and  guilt.  Although 
shame  and  guilt  are  often  used  interchangeably  when  describing  eating-disordered 
individuals,  according  to  Tangney  and  Dearing,  shame  and  guilt  are  distinct  self- 
conscious  emotions  that  lead  to  different  outcomes.  In  their  model,  shame  leads  to 
avoidance  and  defensiveness,  whereas  guilt  leads  to  the  acceptance  of  responsibility  and 
the  desire  to  take  action.  Therefore,  participants  with  higher  Guilt  scores  are  predicted  to 
evidence  greater  treatment-seeking  behavior,  whereas  those  with  higher  Shame  scores  are 
predicted  to  engage  in  less  treatment-seeking  behavior.  In  addition,  as  most  outreach 
programs  on  college  campuses  focus  on  educating  students  about  the  symptoms  and 
health  hazards  of  eating  disorders  and  where  to  find  treatment,  this  dissertation  examines 
whether  these  two  factors  are  actually  related  to  treatment-seeking  behavior.  Also,  though 

X 


Dana  Crowley  Jack's  measure  of  self-silencing  correlates  with  eating-disorder  symptoms, 
no  studies  have  examined  whether  self-silencing  is  related  to  the  decision  to  seek 
treatment.  Therefore,  this  study  determines  what  relationship,  if  any,  there  is  between 
self-silencing  and  treatment  seeking. 

Results  showed  that  those  scoring  higher  on  the  Shame  subscale  of  the  SGSS  and 
the  Guilt  subscale  of  the  TOSCA  were  significantly  more  likely  to  have  fevorable 
treatment  attitudes.  Also,  participants  evidencing  more  self-silencmg  were  less  likely  to 
have  favorable  treatment  attitudes.  Participants  with  greater  knowledge  of  eating  disorder 
health  hazards  and  symptoms  were  found  to  have  more  favorable  treatment  attitudes, 
whereas  participants  with  greater  knowledge  of  campus  resources  for  eating  disorder 
treatment  did  not  have  more  favorable  treatment  attitudes.  Counter  to  the  prediction  that 
9%  of  the  sample  would  meet  the  criteria  for  an  eating  disorder,  16.76%  of  the  sample 
met  DSM-IV  eating-disorder  criteria  and  17.90%  scored  above  the  clinical  cut-off  on  a 
paper-and-pencil  measure  of  disordered  eating. 

The  hypothesis  that  sorority/fraternity  members  and  intercollegiate  athletes  would 
have  a  greater  incidence  of  eating  disorders  than  non-members  of  these  groups  was  not 
supported.  Participants  scoring  above  the  clinical  cut-off  on  the  EAT-26  were  foimd  to 
have  higher  Shame  and  Guilt  scores  than  those  without  eating  disorders,  on  two  different 
measures  of  shame  and  two  different  measvires  of  guilt.  Participants  meeting  DSM-IV 
criteria  for  eating  disorder  NOS  were  found  to  have  significantly  higher  SGSS  Guilt 
scores  than  nort-eating-disordered  participants.  Suggestions  for  fiiture  research  and 
implications  for  psychotherapy  £ire  discussed. 
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CHAPTER  1 
INTRODUCTION 

In  the  new  millennium,  eating  disorders  are  an  increasingly  prevalent  problem.  In 
fact,  a  series  of  studies  by  the  Mayo  Clinic  that  examined  rates  of  eating  disorders  from 
1935-1989  determined  that  anorexia  nervosa  has  increased  by  37%  every  5  years  smce 
the  1950s  (Lucas,  Beard,  Kranz,  &  Kurland,  1983;  Lucas,  Beard,  O'Fallon,  &  Kurland, 
1988,  1991;  Lucas,  Crowson,  O'Fallon,  &  Melton,  1999).  In  fact,  approximately  10%  of 
Americans  are  thought  to  suffer  from  eating  disorders  (American  Psychiatric  Association, 
1994;  Well-Connected,  1999).  Overall,  it  is  estimated  that  about  0.5  to  3%  of  adolescents 
suffer  from  anorexia  nervosa  and  between  4  and  10%  have  bulimia  nervosa  (American 
Psychiatric  Association,  1994;  Gordon,  1990;  Jackson,  1992;  Krahn,  1993;  Logue,  1991; 
Lucas  et  al.,  1988,  1991;  Mame,  2000;  Tannenhaus,  1992;  Well-Connected,  1999). 

Other  reports  estimate  that  up  to  24  million  people  m  the  U.S.  and  70  million 
people  aroimd  the  world  suffer  from  eatmg  disorders,  and  the  vast  majority  (90-95%)  of 
these  individuals  are  women  (American  Psychiatric  Association,  1994;  American 
Psychiatric  Association  Work  Group  on  Eating  Disorders,  2000;  Bruce  &  Agras,  1992; 
Crowther,  Wolf,  &  Sherwood,  1992;  Fairbum,  Hay,  &  Welch,  1993;  Gordon,  1990; 
Hoek,  1995;  Shisslak,  Crago,  &  Estes,  1995;  Spitzer  et  al.,  1993).  Our  study  examined 
factors  related  to  seeking  treatment  for  eating  disorders  in  the  hope  of  facilitating  eating- 
disorders  prevention  programs  and  increasing  the  use  of  therapeutic  services. 

Even  though  eating  disorders  are  a  significant  problem  in  the  U.S.  and  around  the 
world,  few  individuals  who  suffer  from  eating  disorders  actually  seek  treatment  (Hoek, 
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1991;  Striegel-Moore,  Leslie,  Petrill,  Garvin,  Rosenheck,  2000a).  In  fact,  one  study 
estimated  that  only  about  10%  of  those  with  eating  disorders  receive  treatment  (Striegel- 
Moore  et  al.,  2000a).  In  the  same  study,  even  more  disturbingly,  men  were  less  likely  to 
seek  treatment  than  women,  and  received  less  care  when  they  did  enter  into  treatment. 

Some  evidence  suggests  that  those  with  bulimia  nervosa  are  more  likely  to  have 
received  treatment  than  those  with  anorexia  nervosa  (Whitaker,  1992;  Yager,  Landsverk, 
&  Edelstein,  1989).  However,  few  studies  address  differences  between  individuals  with 
eating  disorders  who  seek  treatment  and  those  who  do  not  (Cachelin,  Rebeck,  Veisel,  &, 
Striegel-Moore,  2001;  Cachelin,  Veisel,  Barzegarnazari,  &  Striegel-Moore,  2000; 
Crawford,  1998;  Goodwin  &  Fitzgibbon,  2002;  Keel  et  al,  2002;  Wilfley  et  al.,  2001 ; 
Wills,  1995),  and  none  of  these  studies  focus  on  factors  that  could  be  affected  by 
outreach  and  prevention  programs  on  college  campuses. 

Striegel-Moore  and  Smolak  (2001)  lamented  the  lack  of  research  on  treatment- 
seeking  behavior  and  eating  disorders  and  called  for  future  systematic  research  on  the 
rates  of  and  factors  related  to  treatment-seeking  in  those  with  eating  disorders.  Studies 
that  have  examined  correlates  of  treatment-seeking  behavior  in  those  with  eating 
disorders  have  found  that  persons  with  the  following  characteristics  were  more  likely  to 
seek  treatment: 

•  Lower  levels  of  social  anxiety  (Goodwin  &  Fitzgibbon,  2002) 

•  Higher  levels  of  psychological  distress  about  suffering  fi  om  the  eating  disorder 
(Cachelin  etal,  2001) 

•  European- American  ethnicity  (Wilfley  et  al.,  2001) 

•  Higher  levels  of  acculturation  to  American  values  (Cachelin  et  al.,  2000) 

•  Lower  global  assessment  of  functioning  scores  and  the  presence  of  personality 
disorders  (Keel  et  al.,  2002) 
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•  More  severe  pathology  (Keel  et  al,  2002) 

•  More  medical  problems  and  higher  frequency  of  binge/purge  behaviors  (Wills, 
1995) 

•  Previous  outpatient  therapy  (Wills,  1995) 

However,  none  of  these  factors  could  be  practically  or  ethically  manipulated  to  increase 
the  use  of  therapeutic  or  health  services. 

Many  other  studies  examine  treatment-seeking  behavior,  though  not  necessarily 
with  eating-disordered  populations.  For  example,  one  study  on  panic  attacks  found  that 
perceived  need,  or  perception  of  poor  mental  health,  was  a  factor  related  to  seeking 
treatment  (Goodwin  &  Andersen,  2002).  Conversely,  two  studies  on  barriers  to  seeking 
treatment  in  those  who  had  not  yet  sought  treatment  for  eating  disorders  found  that  the 
perception  that  one's  behaviors  were  not  problematic  enough  to  merit  counseling  was 
negatively  related  to  seeking  treatment  (Crawford,  1998;  Meyer,  2001).  Therefore,  it 
could  be  important  to  contrast  the  perception  of  having  an  eating  disorder  and  perceived 
severity  in  those  who  seek  treatment  with  those  who  do  not  seek  treatment.  In  addition,  it 
would  be  interesting  to  see  how  the  magnitude  of  the  discrepancy  between  one's  own 
perception  and  scores  on  a  standardized  measure  of  eating-disordered  behaviors  and 
attitudes  related  to  seeking  treatment. 

Two  key  characteristics  that  are  often  associated  with  eating  disorders  are  shame 
and  guilt,  often  indistinguishably  (American  Psychiatric  Association,  1994;  Costin,  1997; 
Kinoy,  Hohnan,  &  Lemberg,  1999;  Smolak,  Levine,  &  Striegel-Moore,  1996; 
Tannenhaus,  1992).  However,  according  to  Tangney  and  Dearing  (2002)  who  extended 
Lewm's  (1971)  conceptualization  of  shame  and  guilt,  shame  and  guilt  are  two  distinct 
constructs  with  equally  distinct  consequences.  They  argue  that  shame  is  a  moral  emotion 
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in  which  a  person  attributes  a  transgression  or  failure  to  a  global  negative  defect  of  the 
self;  and  the  person  responds  to  this  emotion  with  a  desire  to  hide,  feeling  observed  by 
others,  more  concern  with  others'  opinions  over  his/her  own  self-perceptions,  and  a 
desire  to  "undo"  some  aspect  of  the  self 

In  contrast,  Tangney  and  Bearing  (2002)  propose  that  guilt  is  a  moral  emotion  in 
which  a  transgression  or  faUure  is  attributed  to  a  specific  behavior  or  situation.  Subjects 
respond  to  guilt  by  experiencing  tension,  regret,  and  concern  with  their  effect  on  others; 
and  the  desire  to  confess,  apologize,  or  to  "undo"  some  aspect  of  their  behavior.  In  this 
model,  shame  affects  one's  self-concept  and  leads  to  withdrawal,  whereas  guilt  does  not 
affect  one's  self-concept  and  leads  to  change.  Tangney  and  Dearing  note  that, 

"Shamed  people  are  not  only  prone  to  anger,  they  are  also  incUned  to  express  their 
anger  in  nonconstructive  ways.. .  .people  can  respond  to  the  devastating  pain  of 
shame  in  two  very  different  ways:  the  shamed  individual  can  become  angry  at  the 
world,  attemptmg  to  shift  the  blame  onto  others. . .  .or  the  shamed  individual  can 
withdraw  from  others,  holding  in  or  internalizing  the  shame,  and  thereby  becoming 
vulnerable  to  a  host  of  psychological  symptoms,  especially  depression"  (p.5). 

They  also  comment  that,  "guilt  motivates  individuals  to  accept  responsibility,  and  may 

actually  inhibit  interpersonal  anger  and  hostility"  (p.  5). 

Therefore,  according  to  Tangney  and  Dearing  (2002),  theoretically,  shame  might  be 

reasonably  inferred  to  impede  treatment-seeking  behavior  because  it  results  in  a  desire  to 

hide  and  withdraw.  In  the  same  vein,  guilt  might  be  inferred  to  facilitate  treatment- 

seekmg  behavior  because  it  motivates  individuals  to  "confess,  apologize,  or  repair"  (p. 

25).  Although  several  researchers  have  examined  the  role  of  shame  and  guilt  in  eating 

disorders  (Bumey  &  Irwin,  2000;  Frank,  1991;  Grebel,  1995;  Greenberg,  2002;  Hayaki, 

Friedman,  &  Brownell,  2002;  Sanftner,  Barlow,  Marschall,  &  Tangney,  1995;  Sanftner  & 

Crowther,  1998;  Vilas,  1997),  none  of  the  researchers  d^tinguished  between  individuals 
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with  anorexia  and  those  with  bulimia,  nor  did  they  examine  shame  and  guih  with  relation 
to  treatment-seeking  behavior. 

This  study  first  determined  the  incidence  of  anorexia  and  bulimia  among  several 
sample  subpopulations  on  the  University  of  Florida  campus,  including  several  "high  risk" 
groups,  such  as  sororities,  athletes,  and  students  living  in  dorms  (Cobum  &  Ganong, 
1989;  Crandall,  1988;  Hoerr,  Bokram,  Lugo,  Bivins,  &  Keast,  2002;  Smolak,  Mumen,  &. 
Ruble,  2000;  Sundgot-Borgen,  1994).  By  collecting  these  incidence  data,  campus 
healthcare  providers  can  estimate  how  frequently  eating  disorders  occvu-  on  campus  and 
whether  ostensibly  high-risk  groups  are  actually  at  greater  risk  for  eating  disorders.  Also, 
by  using  a  measure  that  actually  diagnoses  anorexia  and  bulimia  separately  according  to 
DSM  criteria  (Mmtz,  O'Halloran,  Mulholland,  &  Schneider,  1997),  separate  analyses  can 
be  conducted  for  each  dependent  variable  by  eating  disorder  category. 

Second,  this  study  examined  treatment-seeking  behavior  and  factors  that  may  be 
related  to  a  greater  likelihood  of  seeking  treatment.  Two  of  the  factors  that  our  study 
examined  were  levels  of  current  shame  and  guilt,  and  proneness  to  experience  shame  and 
guilt.  Three  groups  of  students  were  evaluated:  those  who  meet  DSM-IV  criteria  for 
anorexia  or  bulimia  who  seek  treatment,  those  with  anorexia  and  bulimia  who  do  not  seek 
treatment,  and  students  without  DSM-IV  diagnosed  eating  disorders.  Assessing  these 
three  groups  separately  may  provide  insight  regarding  whether  shame  and  guilt  play  a 
role  in  the  decision  to  seek  treatment. 

Other  empirical  relationships  that  our  study  examined  were  the  associations 
between  treatment-seeking  behavior  and: 
•    Levels  of  self-silencing 


6 

•  Knowledge  about  eating  disorders 

•  Knowledge  of  campus  resources  for  eating  disorders 

Regarding  self-silencing,  research  has  shown  that  self-silencing  (defined  as  the 
tendency  for  people  to  suppress  their  needs  and  wants  in  order  to  avoid  creating  conflict 
and  thereby  losing  a  relationship)  is  correlated  with  eating-disorder  symptoms  (Cawood, 
1997).  However,  no  research  examined  whether  self-silencing  is  also  related  to 
treatment-seeking  behavior.  This  relationship  could  be  an  important  area  of  study,  as 
outreach  efforts  could  then  be  tailored  to  empower  students  to  recognize  and  respond  to 
their  own  bodily  needs. 

Also,  many  current  college-campus  outreach  efforts  focus  on  educating  students 
about  eating  disorder  symptoms,  related  health  hazards,  and  where  to  seek  treatment 
(Austin,  2000,  Killen  et  al.,  1993;  Moreno  «&  Thelen,  1993;  Paxton,  1993).  However,  the 
vast  majority  of  prevention  programs  on  college  campuses  that  have  been  empirically 
scrutinized  have  not  effectively  changed  eating  beliefs,  attitudes,  and  behaviors  (Striegel- 
Moore  &  Steiner-Adair,  1998).  In  fact,  O'Dea  and  Abraham  (2000)  criticized  attenqjts 
simply  to  increase  students'  knowledge  via  outreach  efforts.  Researchers  have 
commented  that  although  prevention  strategies  may  increase  students'  knowledge  about 
eating  disorders  (Huon,  1994;  Killen  et  al.,  1993;  Pearson,  Goldklang,  &  Striegel-Moore, 
2002;  Smolak,  Levine,  &  Shermer,  1998),  few  have  been  empirically  shown  to  change 
students'  attitudes  and  behaviors  (Pearson,  Goldklang,  &  Striegel-Moore,  2002;  Steiner- 
Adair  et  al.,  2002).  Therefore,  it  is  important  to  assess  whether  these  three  outreach  foci 
are  enpirically  related  to  treatment-seeking  behavior,  in  order  to  determine  whether 
conventional  outreach  strategies  are  justified.  If  our  study  finds  little  association  between 
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these  educational  elements  and  treatment  seeking,  then  current  outreach  resources  may 
need  to  be  redirected  for  optimal  effect. 


CHAPTER  2 
LITERATURE  REVIEW 

Eating  disorders  are  increasingly  a  significant  issue  in  modem  society,  particularly 

in  the  lives  of  college-age  women.  Because  anorexia  develops  at  a  mean  age  of  17  and 

bulimia  at  a  mean  age  of  20  (American  Psychiatric  Association,  1994),  it  is  likely  that 

both  college-age  women  and  men  will  be  affected  by  an  eating  disorder  either  personally 

or  through  acquaintance  with  someone  who  suffers  from  an  eating  disorder.  In  virtually 

all  descriptions  of  eating  disorders  that  include  diagnostic  criteria,  characteristics,  and 

psychological  effects/traits  of  the  disordered  individual,  the  concepts  of  shame  and  guilt 

are  mentioned  (American  Psychiatric  Association,  1994;  Costin,  1997;  Kinoy,  Hohnan, 

&  Lemberg,  1999;  Smolak,  Levine,  &  Striegel-Moore,  1996;  Tannenhaus,  1992). 

However,  according  to  Tangney,  shame  and  guilt  are  distinct  concepts;  shame  is  Ukely  to 

lead  to  constructive  behavior  such  as  seeking  help/making  amends;  guilt  is  likely  to  lead 

to  withdrawal  and  isolation. 

An  estimated  10%  of  Americans  are  believed  to  suffer  from  some  kind  of  clinical 

eating  disorder  (American  Psychiatric  Association,  1994;  Gordon,  1990;  Jackson,  1992; 

Krahn,  1993;  Logue,  1991;  Lucas  et  al.,  1988,  1991;  Maine,  2000;  Tannenhaus,  1992; 

Weil-Connected,  1999),  and  many  more  have  disturbed  body  image  or  eating  patterns 

(Altabe  &  Thompson,  1993;  Brenner  &  Cunningham,  1992;  Harrison  &  Cantor,  1997; 

Henderson-King  &  Henderson-King,  1997;  Huon  &  Brown,  1986;  Moore,  1993;  Thorton 

&  Moore,  1993).  Even  though  many  individuals  experience  some  kind  of  eating  or  body 

image  psychopathology,  few  individuals  who  suffer  from  eating  disorders  actually  seek 
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treatment  (Hoek,  1991;  Striegel-  Moore  et  al.,  2000a).  Unfortunately,  few  studies  address 
differences  between  individuals  with  eating  disorders  who  seek  treatment  and  those  who 
do  not  (Cachelin,  Rebeck,  Veisel,  &  Striegel-Moore,  2001;  Cachelin,  Veisel, 
Barzegamazari,  &.  Striegel-Moore,  2000;  Crawford,  1998;  Goodwin  &  Fitzgibbon,  2002; 
Keel  et  al,  2002;  Wilfley  et  al.,  2001;  Wills,  1995).  Therefore,  it  is  vital  that  we  gain  a 
better  understanding  of  what  differences  exist  between  treatment-seeking  and  non- 
treatment-seeking  sufferers  of  eating  disorders  in  order  to  better  understand  treatment 
motivators  and  encourage  individuals  to  obtain  the  help  they  so  desperately  need. 

Eating  Disorders 

Anorexia  Nervosa 
Onset  and  prevalence 

Anorexia  nervosa  is  thought  to  affect  approximately  0.5  to  3%  of  all  adolescents, 
though  these  numbers  are  generally  based  on  self-report  measures  and  individuals  who 
have  sought  treatment  (Weil-Connected,  1999;  American  Psychiatric  Association,  1994). 
Therefore,  the  actual  percentage  of  persons  suffering  from  anorexia  could,  in  reality,  be 
much  higher.  Anorexia  generally  develops  in  early  to  middle  adolescence,  with  an 
average  age  of  onset  of  1 7  years. 
Types  of  anorexia 

There  are  two  main  types  of  anorexia  nervosa:  restricting  type  and  bingeing  type 
(American  Psychiatric  Association,  1994).  In  the  restricting  type  of  anorexia,  the 
individual  may  not  eat  for  days  or  will  only  eat  very  small  amounts.  Weight  loss  is 
achieved  primarily  through  fasting,  dieting,  or  excessive  exercise.  A  restricting-type 
anorexic  may  have  deep  feelings  of  mistrust  of  others  and  may  deny  her  eating  problem. 
The  bingeing  type  of  anorexia  usually  does  not  involve  true  bingeing,  as  in  bulimia 
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nervosa.  Rather,  the  individual  will  consume  more  than  she  normally  does  and  feel  very 
guilty  after  the  "binge."  She  also  may  have  problems  with  unstable  moods  and 
controlling  her  unpulses.  Bmgers  are  also  more  likely  to  be  sexually  active  than 
restrictors.  The  bingeing  type  of  anorexia  tends  to  have  a  more  chronic  course  than  the 
restricting  type,  and  thus  is  more  resistant  to  treatment. 

Psychological  characteristics 

Psychologically,  mdividuals  with  anorexia  nervosa  tend  to  have  an  extreme  fear  of 
becoming  obese.  In  fact,  anorexic  behavior  may  begin  as  a  regular  diet  that  doesn't  stop 
when  a  client  reaches  her  target  weight.  About  33%  of  anorexics  have  a  history  of 
having  been  slightly  overweight  before  the  onset  of  the  disease  (Tannenhaus,  1992). 
Anorexics  also  have  distorted  body  images  in  which  they  perceive  themselves  to  be 
overweight,  even  though  they  may  actually  be  significantly  underweight.  Individuals 
with  anorexia  tend  to  base  their  self-evaluations  on  their  weight,  and  may  even  gain  a 
sense  of  achievement  or  gratification  from  losing  weight  (American  Psychiatric 
Association,  1994;  Tannenhaus,  1992).  Anorexics  may  be  completely  preoccupied  with 
food,  dieting,  cooking,  and  eating,  exaggerating  the  importance  of  these  factors  in  their 
lives.  For  example,  it  is  not  unusual  for  an  individual  with  anorexia  to  do  all  the  grocery 
shopping  and  cooking  in  her  family,  yet  refiise  to  eat  any  of  the  meals  herself.  Often, 
individuals  with  anorexia  use  their  obsessive  monitoring  of  their  food  to  gain  a  sense  of 
control  over  their  lives. 

Individuals  with  anorexia  often  have  an  excessive  desire  to  please  others  and  to 
avoid  stressfiil  situations  (American  Psychiatric  Association,  1994;  Tannenhaus,  1992). 
In  fact,  one  study  showed  that  40%  of  9-  to  10-year-old  girls  tried  to  lose  weight,  usually 
at  the  urging  of  their  mothers  (Well-Connected,  1999).  Losing  weight  may  be  a  way  for 
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anorexic  girls  to  try  to  gain  approval.  Anorexics  also  tend  to  have  a  rigid  personality, 
which  may  be  expressed  as  a  strong  need  to  follow  rules.  An  anorexic  may  religiously 
follow  externally-set  rules;  and  she  may  also  create  many  strict  rules  for  herself,  such  as 
only  allowing  herself  three  carrots  for  lunch  and  two  crackers  for  dinner.  Individuals 
with  anorexia  also  tend  to  be  more  shy  and  withdrawn  than  the  average  person,  often 
avoiding  novel  situations. 

Interestingly,  eating  disorders  seem  to  have  a  high  co-morbidity  of  with  depression 
and  anxiety  disorders.  According  to  one  source,  as  many  as  40  to  96%  of  all  eating- 
disordered  patients  experience  depression  or  some  kind  of  anxiety  disorder  (American 
Psychiatric  Association,  1994;  Weil-Connected,  1999).  Most  commonly,  individuals  with 
eating  disorders  were  found  to  have  obsessive-compulsive  disorder,  panic  disorder, 
and/or  a  social  phobia.  Anorexics  were  found  to  be  especially  prone  to 
obsessive-compulsive  disorder.  Also,  as  many  as  1/3  of  restrictor  anorexics  may  have 
avoidant  personality  disorders  and  up  to  40%  of  bingeing  anorexics  may  have  borderline 
personalities.  People  with  eating  disorders  were  also  found  to  have  a  high  rate  of 
narcissism. 

Family  characteristics 

Research  and  clinical  observation  of  family  characteristics  of  individuals  with 
anorexia  have  shown  several  trends  (American  Psychiatric  Association,  1994; 
Tannenhaus,  1992;  Weil-Connected,  1999).  Mothers  of  anorexics  tend  to  be  over- 
involved  in  the  child's  life,  or  overly  controlling;  whereas  fathers  may  be  overly  critical 
or  distant.  The  parents  may  also  place  undue  emphasis  on  appearance  or  achievement. 
Related  to  this,  parents  often  fail  to  acknowledge  the  child  as  an  individual  in  her  own 
right,  and  have  expectations  for  her  to  vicariously  enhance  the  family's  prestige.  Many 
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anorexics  may  initially  lose  weight  to  fiilfiU  their  parents'  expectations  or  to  try  to  gain 
approval.  The  families  of  anorexics  also  tend  to  place  great  emotional  importance  on 
food,  weight,  and  eating.  For  example,  the  families  of  anorexics  may  reward  the  child 
with  food,  have  elaborate  rituals  around  meals,  or  even  work  in  the  food  industry. 
Expression  of  emotions,  especially  negative  emotions,  tends  to  be  discouraged  in  the 
family. 

Anorexia  is  also  more  common  in  individuals  with  a  femily  history  of  anorexia. 
Some  estimates  show  that  anorexia  is  8  to  1 1  times  more  common  in  people  who  have 
relatives  with  the  disorder  (Weil-Connected,  1999;  Osterweil,  2000).  One  study  on 
identical  and  fraternal  twins,  estimated  the  risk  factor  for  inheritmg  anorexia  at  58%, 
though  there  was  an  overlap  of  about  34%  between  major  depression  and  anorexia 
(Osterweil,  2000).  Alcohol  and  drug  abuse  by  parents  of  anorexics  is  also  common.  In 
addition,  recent  research  indicates  a  growing  awareness  of  sexual  abuse  of  individuals 
with  eating  disorders,  with  as  many  as  35%  having  been  molested  (Weil-Connected, 
1999). 

Diagnostic  criteria 

Clinically,  one  of  the  main  criteria  of  anorexia  is  the  refusal  to  maintain  a  weight  at 
or  above  a  minimally  normal  weight.  Specifically,  this  means  having  a  body  weight  of 
85%  or  less  of  the  expected  body  weight  for  the  person's  age,  height,  and  bone  structure 
(American  Psychiatric  Association,  1994).  The  low  body  weight  can  either  be  a  result  of 
significant  weight  loss,  or  the  failure  to  reach  the  expected  weight  level  during  a 
developmental  period.  Another  symptom  in  post-pubertal  women  is  the  absence  of  three 
consecutive  menstrual  periods  (amenorrhea),  caused  by  a  drop  below  the  critical  level  of 
body  fat  that  women  need  in  order  to  maintain  menstruation.  Typically,  women  need 


13 

between  13  and  17%  body  fat  to  maintain  regular  menstruation.  Finally,  two  key 
psychological  criteria  of  anorexia  are  the  intense  tear  of  gaining  weight  and  distorted 
body  image. 
Warning  signs 

Several  "warning  signs"  that  a  person  may  have  anorexia  are  not  included  in  the 
DSM-IV  diagnostic  criteria  (Tannenhaus,  1992).  For  example,  an  individual  with 
anorexia  may  wear  baggy  or  overly  large  clothing  to  hide  her  increasing  thinness.  She 
may  also  seem  to  undergo  changes  in  personality,  becoming  more  suspicious,  secretive, 
hostile,  or  uncooperative.  She  may  experience  dizziness,  blackouts,  or  difficulty 
concentrating.  Often,  anorexics  seem  to  eat  as  though  they  are  on  a  diet;  or  exercise 
excessively,  even  though  they  are  already  thin.  Anorexics  also  may  be  chronically 
fatigued  due  to  insufficient  caloric  intake. 
Health  hazards 

Anorexia  nervosa  has  many  serious  consequences  for  a  person's  health,  affecting 
nearly  every  system  in  the  body  (American  Psychiatric  Association,  1994;  Brownell  & 
Foreyt,  1986;  Tannenhaus,  1992;  Weil-Connected,  1999).  In  fact,  anorexics  have  a  4  to 
20%  chance  of  dying  from  the  disorder,  most  commonly  from  heart  disease.  In  the 
cardiovascular  system,  anorexia  can  lead  to  slow  or  irregular  heartbeat,  fluid  in  the  sac 
enclosing  the  heart,  heart  failure,  low  blood  pressure,  and  even  atrophy  of  the  heart 
muscles.  Related  to  low  body  fat,  anorexics  may  have  cold  skin  with  a  bluish  tinge  and 
feel  cold  much  of  the  time  (hypothermia).  They  also  may  experience  pain  upon  sitting 
down,  due  to  the  lack  of  padding  normally  provided  by  fat  deposits  around  the  gluteal 
area.  A  decrease  in  the  amount  of  estrogen  in  the  body  can  lead  to  the  cessation  of 
menstruation  (amenorrhea),  loss  of  sexual  interest,  osteoporosis,  and  the  development  of 
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baby-fine  hair  all  over  the  body  (lanugo).  In  the  digestive  system,  anorexia  can  cause 
severe  constipation,  problems  with  swallowing  due  to  salivary  gland  swelling, 
indigestion,  and  acute  expansion  of  the  stomach  (distention).  Metabohc  compUcations 
can  also  arise  mcluding  hypoglycemia,  unpaired  taste,  electrolyte  imbalances,  yellowing 
of  the  skin,  and  lowered  metabohc  rate.  Insufficient  iron  and  protein  intake  can  cause 
anemia  and  abnormal  water  retention  (edema)  in  individuals  with  anorexia. 

For  pregnant  women,  anorexia  can  cause  low  birth  weight,  congenital  defects,  and 
increased  susceptibility  to  miscarriage  (American  Psychiatric  Association,  1994; 
BrowneU  &  Foreyt,  1986;  Tannenhaus,  1992;  Weil-Connected,  1999).  Significant  weight 
loss  can  also  cause  severe  problems  in  the  skeletal  system  such  as  decalcification  and 
tooth  decay,  osteoporosis,  and  bone  loss.  In  fact,  one  study  showed  that  low  bone  density 
persisted  in  85%  of  women  who  had  been  anorexic,  even  after  regaining  normal  weight 
and  menstruation  (Weil-Connected,  1999).  Other  problems  caused  by  anorexia  are 
difficulty  sleeping,  dry  skm,  hair  loss,  and  fatigue  or  weakness. 
Treatment 

Due  to  the  physical  complications  that  arise  from  anorexia,  it  is  sometimes 
necessary  to  admit  moderately  to  severely  ill  anorexic  patients  to  the  hospital  for  initial 
treatment  (American  Psychiatric  Association,  1994;  Tannenhaus,  1992;  Weil-Connected, 
1 999).  Generally,  experts  advise  a  hospital  stay  of  10  to  12  weeks  for  full  nutritional 
recovery  and  for  patients  to  begin  gaining  back  some  of  the  weight  that  they  have  lost. 
The  goals  of  treatment  for  individuals  with  anorexia  are  usually  gaining  weight,  teaching 
normal  patterns  of  eating,  and  changing  theii-  disordered  views  of  eating  and  body  image. 
Nutritional  therapy  is  often  recommended  to  help  educate  anorexics  about  good 
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nutritional  habits,  the  serious  health  eflfects  of  starvation,  and  developing  strategies  for 
planning. 

Cognitive-behavioral  therapy  has  proven  fairly  effective  in  treating  anorexia 
nervosa,  and  is  often  the  first  line  of  therapy  (American  Psychiatric  Association,  1994; 
Tannenhaus,  1992;  Well-Connected,  1999).  Within  therapy,  five  basic  steps  that  are 
followed: 

•  Increasing  the  chent's  awareness  of  her  own  thought  patterns 

•  Teaching  her  to  recognize  the  connection  between  certain  feelings  or  self- 
destructive  thoughts  and  unhealthy  eating  behavior 

•  Examining  the  validity  of  certain  thoughts  or  beliefs 

•  Substituting  erroneoiis  beliefs  with  more  appropriate  ideas 

•  Gradually  changing  the  fimdamental  assumptions  that  vmderlie  the 
development  of  eatmg  disorders 

The  process  of  cognitive-behavioral  therapy  usually  takes  4  to  6  months.  During 
this  period,  the  client  monitors  her  daily  food  intake  and  builds  up  to  three  meals  a  day, 
including  foods  that  she  previously  avoided.  It  is  thought  that  by  changing  a  chent's 
fundamental  distorted  thoughts  about  eating  and  body  image,  that  her  behavior  will 
follow  suit. 

Family  therapy  is  also  recommended  for  individuals  with  anorexia  (American 
Psychiatric  Association,  1994;  Tannenhaus,  1992;  Well-Connected,  1999).  Previously, 
many  potential  family  characteristics  were  mentioned  that  could  trigger  or  exacerbate 
anorexia  in  a  family  member.  By  treating  the  family  as  a  system,  family  members  can 
begin  to  see  how  dysfimctional  patterns  in  the  family  could  be  contributing  to  or 


16 

maintaining  the  eatmg  disorder.  Ideally,  the  femily  can  learn  better  communication  and 
interactive  skills  in  therapy.  They  can  also  develop  a  plan  to  collaborate  and  help  the 
client  implement  more  healthful  eating  habits. 

Drug  therapy  is  often  used  with  anorexia,  and  has  proven  to  be  fairly  effective  in 
treatmg  the  disorder  (American  Psychiatric  Association,  1994;  Tannenhaus,  1992;  Well- 
Connected,  1999).  Given  anorexia's  high  co-morbidity  with  depression  and  anxiety 
disorders,  it  is  not  surprising  that  antidepressant  medications  are  the  most  commonly  used 
pharmacotherapy  for  anorexia.  Information  on  the  effectiveness  of  Selective  Serotonin 
Re-uptake  Inhibitors  (SSRIs)  such  as  fluoxetine  hydrochloride  (Prozac)  has  been  mixed. 
Some  sources  report  that  SSRIs  may  help  to  elevate  mood  and  ameliorate  some  of  the 
obsessive  symptoms  of  anorexia  (American  Psychiatric  Association,  1994;  Tannenhaus, 
1992;  Weil-Connected,  1999).  However,  one  study  by  Ferguson,  La  Via,  Crossan,  and 
Kaye  (1999)  on  35  patients  with  restricting  anorexia  showed  that  SSRI  medication  had  no 
significant  effect  on  weight,  core  eating-disorder  symptoms,  depression,  or  anxiety. 

Tricyclic  antidepressants  (TCAs)  and  Monoamine  Oxidase  Inhibitors  (MAOIs) 
have  also  been  used,  but  tend  to  have  more  side-effects  than  other  drugs,  which  may 
discourage  continued  use  (American  Psychiatric  Association,  1994;  Tannenhaus,  1992; 
Well-Connected,  1999).  For  example,  TCAs  may  cause  confiision  and  dizziness,  and 
may  increase  the  client's  appetite  for  sweets  and  carbohydrates,  which  could  be  terrifying 
for  a  person  with  anorexia.  MAOIs  interact  with  many  drugs  and  foods  and  thus  must  be 
monitored  carefully,  lest  a  potentially  life-threatening  reaction  occur.  Other  drugs  such 
as  lithium  carbonate  have  been  shown  to  induce  weight  gain  in  anorexics  and  to  elevate 
mood.  Metoclopramide  proved  beneficial  in  stimulating  m.ovement  of  the  digestive  tract 
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and  helping  anorexics  to  tolerate  food.  In  addition,  some  physicians  recommend 
cyproheptadine,  an  antihistamine,  to  stimulate  appetite. 

Treatment  challenges 

One  of  the  biggest  challenges  with  anorexic  clients  is  that,  unlike  individuals  with 

bulimia,  anorexics  often  do  not  view  themselves  as  ill  or  even  having  a  problem 
(American  Psychiatric  Association,  1994;  Tannenhaus,  1992;  V/ell-Connected,  1999). 
Therefore,  they  may  resist  all  efforts  to  encourage  them  to  seek  treatment.  In  addition, 
the  disease  is  often  reinforcing  for  the  person,  giving  her  a  sense  of  achievement  and 
control  over  her  life,  as  she  maintains  vigilance  over  her  diet  and  loses  more  and  more 
weight.  Initially,  others  may  also  reinforce  their  disordered  eating  by  comments  like, 
"Wow,  you've  lost  a  lot  of  weight"  or  "You  look  so  slender".  Because  anorexia  often 
begins  at  a  yoimger  age  than  bulimia,  the  client's  patterns  may  also  be  more  entrenched 
and  resistant  to  change.  The  cUent  may  have  spent  years  enacting  rituals  around  food, 
and  may  find  a  great  deal  of  security  and  comfort  in  the  routine.  The  very  symptoms  of 
self-starvation  themselves  can  present  a  challenge,  often  causing  irritability,  hostility,  and 
distortion  of  thought  processes. 
Bulimia  Nervosa 
Onset  and  prevalence 

Bulimia  nervosa  is  thought  to  affect  between  4  and  10%  of  adolescents  (American 
Psychiatric  Association,  1994;  Tannenhaus,  1992;  Weil-Connected,  1999).  Women  in 
college  are  even  more  susceptible,  with  between  1  and  19%  of  college  women  having 
experienced  bulimia  or  engaged  in  bulimic  behavior  (American  Psychiatric  Association, 
1994;  Logue,  1991;  Halmi,  Falk,  &  Schwartz,  1981).  An  even  greater  number  of  college 
women  (80%)  have  reported  bingeing  at  one  time  (Weil-Connected,  1999).  The  age  of 
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onset  for  bulimia  is  generally  later  than  that  of  anorexia,  typically  developing  in  the  late 
teens  or  the  early  twenties. 
Types  of  bulimia 

There  are  two  main  types  of  bulimia:  purging  type  and  non-purging  type  (American 
Psychiatric  Association,  1994).  In  the  purging  type  of  bulimia,  the  person  tries  to  negate 
the  calories  consumed  during  the  binge  through  purging  behaviors  such  as  self-induced 
vomiting,  laxatives,  diuretics,  or  enemas.  In  the  non-purging  type  of  bulimia,  the  person 
attempts  to  negate  the  calories  through  non-purging  behaviors  such  as  fasting  or 
excessive  exercise. 
Psychological  characteristics 

Psychologically,  like  anorexics,  individuals  with  bulimia  have  an  extreme  fear  of 
becoming  fat  (American  Psychiatric  Association,  1994;  Tannenhaus,  1992; 
Weil-Connected,  1999).  They  may  feel  that  bingeing  and  purging  is  the  only  way  to  eat 
what  they  want  without  gaining  weight.  They  also  place  great  emphasis  on  body  shape 
and  weight  in  determining  their  sense  of  worth  and  esteem.  However,  this  contingency  is 
often  destructive  because  like  anorexics,  bulimics  feel  significant  dissatisfaction  with 
their  bodies. 

A  major  difference  between  people  with  Einorexia  and  those  with  bulimia  is  that 
bulimics  are  much  more  likely  to  realize  that  they  have  a  problem,  and  even  feel  ashamed 
of  it  (American  Psychiatric  Association,  1994;  Tannenhaus,  1992;  Weil-Connected, 
1999).  Consequently,  they  may  binge  secretly  or  eat  as  inconspicuously  as  possible,  even 
squirreling  away  food  items  for  a  later  private  binge  (Peters  &  Fallon,  1 994). 
Eating-disordered  individuals  also  may  obsess  about  their  appearance  and  spend  a  great 
deal  of  time  trying  to  make  themselves  as  attractive  as  possible. 
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Individuals  with  bulimia  often  feel  a  loss  of  control  over  their  eating  during  a 
binge,  whereas  individuals  with  anorexia  maintain  tight  control  over  their  eating 
(American  Psychiatric  Association,  1994;  Tannenhaus,  1992;  Well-Connected,  1999). 
This  loss  of  control  extends  to  other  areas  in  bulimics'  lives,  as  they  are  prone  to 
impulsive  behaviors  such  as  stealing,  sexual  promiscuity,  and  drug  or  alcohol  abuse.  In 
fact,  one  study  of  bulimic  women  showed  that  33%  of  them  abused  alcohol,  and  28% 
abused  drugs,  with  18%  overdosing  repeatedly  (Well-Connected,  1999).  Kleptomania 
and  sexual  promiscuity  were  reported  in  about  50%  of  the  cases. 

As  with  anorexia,  bulimia  has  a  high  co-morbidity  with  depression  and  anxiety 
disorders.  Depression  is  fairly  common  m  individuals  with  bulimia,  and  some  may  have 
a  history  of  attempted  suicide  (Tannenhaus,  1992).  Some  studies  indicate  that  almost 
40%  of  bulimics  also  have  borderline  personality  disorder  (Well-Connected,  1999). 
Narcissism  is  also  common.  However,  bulimics  do  tend  to  be  more  socially  active  than 
anorexics,  and  are  more  likely  to  be  involved  in  a  sexual  relationship. 

The  binge  itself  involves  an  interesting  psychology.  While  some  bulimics  report 
enjoying  eating  the  food  during  a  binge,  others  report  feeling  angry  and  self-disgusted 
soon  into  the  binge,  though  they  still  keep  eating  (American  Psychiatric  Association, 
1994;  Tannenhaus,  1992;  Well-Connected,  1999).  Some  bulimics  fix  themselves 
elaborate  meals  that  can  last  for  hours;  others  tear  into  a  package  and  finish  it  within 
minutes.  Those  with  bulimia  tend  to  feel  a  loss  of  control  over  their  eating  during  the 
binge  and  feelings  of  intense  guilt  afterward  that  must  be  appeased  through  some  kind  of 
compensatory  behavior.  Often  the  binge  is  triggered  by  emotional  stressors  or  intense 
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hunger  caused  by  strict  dieting.  Some  bulimics  may  even  misinterpret  internal  states 
such  as  anger  and  fear  for  hunger. 

Family  characteristics 

There  are  several  characteristics  of  the  families  of  bulimics  that  may  contribute  to 
or  trigger  the  disorder  in  some  way  (American  Psychiatric  Association,  1994; 
Tannenhaus,  1992;  Weil-Connected,  1999).  Mothers  of  bulimic  children  tend  to  be 
critical  and  detached.  The  family  atmosphere  in  general  may  be  somewhat  chaotic, 
involving  frequent  moves,  changes  of  jobs,  drug  and  alcohol  abuse,  or  physical/sexual 
abuse.  As  with  anorexia,  as  many  as  35%  of  bulimics  may  have  been  sexually  abused  at 
some  time  in  their  lives.  One  study  of  294  women  with  serious  eating  disorders  revealed 
that  74%  of  them  recalled  a  traumatic  event,  and  half  showed  symptoms  of  PTSD 
(Weil-Connected,  1999). 

Some  experts  believe  that  an  inherited  propensity  toward  obesity  can  somehow 
trigger  eating  disorders  (Well-Connected,  1999).  Parents  of  individuals  with  bulimia 
often  have  a  history  of  obesity  themselves.  It  is  also  common  for  the  bulimic  to  have 
been  overweight  during  childhood.  In  addition,  there  may  a  genetic  component  to  the 
disorder  itself.  A  study  of  504  women  with  eating  disorders  found  that  relatives  of 
women  with  bulimia  had  a  3.7  times  greater  risk  for  bulimia  than  the  family  members  of 
controls  (Osterweil,  2000). 
Diagnostic  criteria 

Bulimia  is  characterized  by  a  cycle  of  over-eating/bingeing,  which  is  accompanied 
by  a  feeling  of  loss  of  control,  followed  by  a  compensatory  beiiavior  designed  to  negate 
the  impact  of  the  caloric  intake  (American  Psychiatric  Association,  1994;  Tannenhaus, 
1992;  Well-Connected,  1999).  In  order  to  meet  criteria  for  buHmia,  the  bmgeing  and 
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purging  must  occur  at  least  twice  a  week  for  a  minimum  of  three  months  (American 
Psychiatric  Association,  1994).  However,  the  average  bulimic  has  14  binge-purge 
episodes  a  week.  Though  a  binge  can  consist  of  up  to  60,000  calories  in  one  sitting,  the 
average  binge  is  typically  around  1,500  calories  (Alexander  &.  LaRosa,  1994).  As 
previously  mentioned,  compensatory  behaviors  or  purging  can  be  accomplished  through 
self-induced  vomiting,  laxatives,  diuretics,  enemas,  fasting,  or  excessive  exercise.  Unlike 
anorexics,  bulimics  are  typically  within  the  range  of  normal  weight;  therefore,  the 
disorder  may  not  be  as  physically  noticeable.  The  self-evaluations  of  individuals  with 
bulimia  are  strongly  linked  to  their  weight  and  appearance. 
Warning  signs 

There  are  several  warning  signs  of  bulimia  that  may  not  fall  under  the  diagnostic 
criteria  for  the  disorder  (American  Psychiatric  Association,  1994;  Tannenhaus,  1992; 
Weil-Connected,  1999).  For  example,  an  individual  with  bulimia  may  show  weight  gain 
or  maintenance,  despite  jfrequent  exercising.  Another  common  sign  is  appearing  to  eat 
more  than  usual  on  a  regular  basis  or  disappearing  into  the  bathroom  for  long  periods 
after  meals.  A  person  with  bulimia  may  also  be  frequently  depressed.  Some  signs  that  a 
person  may  be  vomiting  are  swelling  of  the  cheeks  or  glands  in  the  neck,  bloodshot  eyes, 
or  scars/ulcers  on  the  back  of  the  hands. 
Health  hazards 

As  with  anorexia,  bulimia  can  also  take  a  serious  physical  toll  on  the  body 
(American  Psychiatric  Association,  1994;  Brownell  &  Foreyt,  1986;  Tannenhaus,  1992; 
Weil-Connected,  1 999).  The  physical  act  of  vomitmg  can  cause  hernia  of  the  stomach 
into  the  diaphragm.  The  bile  generated  by  vomiting  can  lead  to  tooth  decay,  enamel 
erosion,  sore  throat,  swollen  salivary  glands,  tearing  and  bleeding  of  the  esophagus,  and 
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ulcers  and  calluses  on  the  hands.  Dehydration  caused  by  the  loss  of  fluids  during  purging 
(vomiting,  diuretics)  can  cause  kidney  damage  or  failure,  muscle  weakness,  cardiac 
malfunction,  and  electrolyte  imbalance.  The  abuse  of  laxatives  may  lead  to  fecal 
incontinence,  softening  of  the  bones,  abdominal  pain,  and  fluid  retention.  Another 
consequence  of  bulimia  is  increased  susceptibility  to  bleeding  and  abnormal  thyroid  and 
growth  hormone  responses. 
Treatment 

In  general,  both  pharmacotherapy  and  psychotherapy  seem  to  be  more  successful 
with  individuals  with  bulimia  than  those  with  anorexia  (American  Psychiatric 
Association,  1994;  Tannenhaus,  1992;  Well-Connected,  1999).  Cognitive-behavior 
therapy  in  particular  has  shown  to  be  very  effective  in  changing  disordered  thought 
patterns  and  bulimic  behaviors  in  clients,  with  a  response  time  of  approximately  four 
months  (Tannenhaus,  1992).  Self- monitoring,  in  which  bulimics  keep  a  daily  record  of 
thoughts  and  feelings  that  accompany  meals  or  binge-purge  episodes,  has  been  shown  to 
reduce  bulimic  symptoms  by  25  to  30%  (Well-Connected,  1999). 

Group  therapy  has  also  proven  valuable  with  bulimics  (American  Psychiatric 
Association,  1994;  Tannenhaus,  1992;  Well-Connected,  1999).  It  is  often  a  great  relief  to 
people  with  bulimia  that  they  are  not  alone  in  their  illness,  and  groups  often  provide  a 
supportive  atmosphere  in  which  to  re-leam  healthy  eating  patterns.  Though  not  as 
effective  as  treating  anorexia,  family  therapy  can  also  helpful  for  treating  bulimia, 
enlisting  the  family's  help  in  re-learning  normal  eating  patterns.  Nutritional  therapy  can 
be  important  in  teaching  bulimic  clients  that  they  can  eat  anything  they  want,  in 
moderation.  It  can  be  difficult  for  a  bulimic  client  to  accept  that  eating  small  amounts  of 
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her  favorite  food  won't  inevitably  lead  to  a  binge-purge  episode.  Sometimes  bulimics 
simply  need  to  learn  about  basic  nutrition  and  planning  healthy  meals. 

Anti-depressants  are  the  medication  of  choice  for  treating  bulimia  (American 
Psychiatric  Association,  1994;  Tannenhaus,  1992;  Weil-Connected,  1999).  Imipramine, 
desipramine,  and  SSRIs  are  the  most  commonly  prescribed  medications  for  bulimia. 
SSRIs  such  as  fluoxetine  hydrochloride  have  been  effective  in  elevating  mood  and 
helpmg  bulimics  resist  the  urge  to  binge  (Tannenhaus,  1992).  One  study  that  studied  the 
effects  of  fluoxetine  hydrochloride  involved  127  subjects  that  were  stratified  by  their 
scores  on  a  measure  of  depression  (Goldstein,  Wilson,  Ascroft,  &  Al-Banna  1999).  Both 
high  and  low  scorers  were  assigned  to  a  60  mg  group,  a  20  mg  group,  and  a  placebo 
group.  The  results  showed  the  60  mg  group  had  significantly  reduced  binge-eating  and 
vomiting  episodes  in  both  the  low  and  high  depression  score  subgroups  and  the  20  mg 
group  showed  reduced  vomiting  episodes  and  some  reduced  binge-eating  episodes  for  the 
low  depression  score  group  only. 

TCAs  and  MAOIs  are  also  used,  though  cautiously  due  to  their  potential  side 
effects.  Trazodone  has  been  shown  to  decrease  the  frequency  of  binge-purge  cycles  of 
bulimic  women,  without  the  side-eflFects  of  TCAs  or  MAOIs.  Lithium  carbonate  also 
reduces  the  frequency  of  binge-purge  episodes;  however,  lithium  toxicity  can  be  a  risk 
due  to  the  loss  of  fluids  and  minerals  during  purges.  Metoclopramide,  often  used  to 
counter  the  nausea  caused  by  chemotherapy,  is  thought  to  make  it  more  difficult  for 
bulimics  to  vomit. 
Treatment  challenges 

One  of  the  biggest  challenges  in  treating  bulimia,  as  in  anorexia,  is  countering  the 
years  of  dysfiinctional  eating  patterns  (American  Psychiatric  Association,  1994; 
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Tannenhaus,  1992;  Well-Connected,  1999).  Though  bulimic  clients  tend  to  be  less 
resistant  to  treatment  than  anorexics,  it  is  still  difficult  for  them  to  change  firmly 
entrenched  habits.  Another  challenge  is  trying  to  overcome  some  of  the  myths  that 
bulimic  clients  hold  about  food,  dieting,  and  eating.  Some  may  believe  that  they  can  still 
binge  and  purge  at  some  level  during  treatment.  Others  may  believe  that  the  only  way  to 
avoid  weight  gain  is  through  purging.  Many  buKmic  clients  also  have  unrealistic  goals 
about  for  their  optimal  weight  that  may  need  to  be  challenged. 

The  Scope  of  the  Problem 
Although  women  have  made  many  strides  since  the  repressive  ambience  of  the 
Victorian  era,  women  are  still  largely  portrayed  as  inferior  beings  whose  primary  value 
lies  in  their  sexuality  and  physical  appearance  (Courtney  &  Whipple,  1980;  1983;  Hall  & 
Crum,  1994).  The  media  (e.g.,  television,  magazines,  billboards,  movies,  newspapers) 
functions  to  reinforce  these  societal  norms  and  stereotypes  through  its  negative  depiction 
of  women,  especially  in  television  advertisements.  In  1991 ,  99%  of  American  homes  had 
at  least  one  television,  and  65%  had  more  than  one  (Dominick,  1993).  The  average 
household  spent  seven  hours  a  day  watching  television.  With  television  occupying  such  a 
prominent  place  in  Americans'  lives,  it  is  not  surprising  that  images  in  the  media  can 
have  an  important  impact  on  their  beliefs,  attitudes,  and  values. 

Amazingly,  the  average  American  is  exposed  to  approximately  1 500  to  1 800 
advertisements  per  day  (Lazier-Smith,  1989;  Kilboume,  1994).  Although  aduhs  are 
certainly  influenced  by  the  omnipresent  images  in  the  media,  children  are  even  more 
vulnerable.  Children  are  huge  consumers  of  television,  with  children  ages  two  to  five 
watching  an  average  of  28  hours  of  television  per  week,  and  adolescents  watching  about 
22  hours  (Carroll  &  Wolpe,  1996).  An  estimated  10  to  28%  of  total  television  time  is 
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devoted  to  advertisements  (McArthur  &  Resko,  1975).  Through  constant  bombardment, 
advertising  messages  are  readily  absorbed  by  children  who  may  turn  to  same-sex  models 
for  cues  about  gender  roles.  Research  has  shown  that  advertising  has  a  major  impact  on 
individuals'  views  of  sex  roles  in  society  (Courtney  &  Whipple,  1974,  1983;  Whipple  & 
Courtney,  1980, 1985). 

Research  also  shows  a  significant  relation  between  the  length  of  time  children 
spend  watching  television  and  the  strength  of  gender  stereotypes  (Matlin,1996). 
Corroborating  the  effects  of  television  on  attitudes  and  behaviors,  Dawson  and  Walsh 
(1988)  showed  that  commercials  promoting  low-nutrition  food  increased  children's 
consumption  of  it.  After  viewing  food-oriented  commercials,  girls  were  more  tempted  to 
eat  off-limits  food  than  were  boys.  This  may  mean  that  girls  are  particularly  susceptible 
to  messages  on  television. 

Additional  research  on  children  shows  a  growing  concern  with  weight  and  body 
image.  In  a  study  by  Huon  and  Brown  (1986)  on  secondary  school  children,  75%  of  the 
girls  weighed  themselves  frequently  compared  to  41%  of  the  boys.  Also,  53.5%  of  the 
girls  reported  a  desired  weight  of  less  than  10%  of  their  expected  norm  compared  with 
only  13.5%  of  the  boys.  Huon  and  Brown  commented  that,  "the  attitudes  of  these  girls 
tended  to  mirror  the  social  pressures  to  which  women  in  our  society  are  exposed. .  .Our 
results  suggested  that  the  attitudes  that  typified  anorexia  nervosa  patients  are  found 
among  nonanorexic  girls  but  not  among  boys"  (p.  181).  Another  disturbing  finding  cites 
that  80%  of  the  10-year  old  girls  in  a  study  reported  to  be  currently  dieting  and  50%  said 
that  they  feared  becoming  fat  or  engaged  in  binge-eating.  These  examples  serve  to 
illustrate  that  even  at  a  young  age,  girls  are  internalizing  media  images. 
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Unfortunately,  women's  bodies  depicting  in  the  media  have  become  increasingly 
thinner  (Gamer,  Garfinkel,  Schwartz,  &  Thompson,  1980;  Ogletree,  Williams,  Raffeld, 
Mason,  &  Fricke,  1990).  Gamer  and  associates  (1980)  examined  the  height,  weight,  and 
body  measurements  of  Miss  America  pageant  contestants  and  Playboy  centerfolds  from 
1960  to  1979.  They  found  that  while  in  1960,  the  average  weight  of  Playhoy  models  was 
91%  of  the  weight  of  the  general  population;  by  1978,  this  weight  had  decreased  to  84% 
of  the  population  average.  Similarly,  Miss  America  pageant  contestants  had  an  averse 
weight  of  88%  of  the  population  mean  prior  to  1 970  and  85%  following  1 970.  A  follow- 
up  study  (Wiseman,  Gray,  Mosimann,  &  Ahrens,  1992)  revealed  that  Miss  America 
contestants  continued  to  decrease  in  body  size  and  hip  measurements  from  1979  to  1988. 
In  addition,  69%  of  the  Playboy  models  and  60%  of  Miss  America  contestants  had  a  body 
weight  that  was  below  1 5%  of  their  expected  weight  for  their  age  and  height,  which  is 
one  of  the  main  criteria  for  anorexia. 

American  women,  by  and  large,  report  feeling  dissatisfied  with  their  bodies  in 
comparison  with  men  (Altabe  &  Thompson,  1993;  Brenner  &  Cunningham,  1992).  In 
fact,  some  estimates  report  that  up  to  two-thirds  of  young  women  may  feel  significant 
dissatisfaction  with  some  aspect  of  their  bodies  (Moore,  1993).  Even  women  who  are  of 
normal  to  slightly  below  normal  weight  often  believe  themselves  to  be  overweight  or  are 
dissatisfied  with  their  bodies.  One  study  by  McCaulay,  Mintz,  and  Gleim  (1988)  found 
that  55%  of  college  women  perceived  themselves  to  be  overweight  even  though  only  6% 
actually  met  the  criteria  for  being  overweight.  Another  study  by  Monteath  and  McCabe 
(1997)  found  that  94%  of  the  participants  expressed  a  strong  desire  to  be  smaller  than 
their  current  sizes.  Additionally,  44%  expressed  moderate  to  strong  negative  feelings 
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about  different  parts  of  their  bodies  and  39%  expressed  moderate  to  strong  negative 
feelings  about  their  bodies  as  a  whole.  Nearly  all  the  women  (96%)  believed  themselves 
to  be  larger  than  the  current  societal  body  ideal. 

The  relationship  between  exposure  to  thin  models  in  advertisements  and  body 
dissatisfaction  is  well  established.  Irving  (1990)  studied  the  unpact  of  media  exposure 
on  the  self-evaluations  of  women  with  varying  levels  of  bulimic  symptoms  and  found 
that  the  women,  regardless  of  their  level  of  bulimic  symptoms,  had  lower  self-evaluations 
after  exposure  to  slides  of  thin  models.  Another  study  found  that  women  who  looked  at 
fashion  magazines  during  the  experiment  reported  more  frequently  feeling  finstrated  with 
their  weight,  weighing  themselves  more  than  once  a  week,  exercising  only  to  lose  weight, 
feeling  guilty  while  eating,  feeling  guilty  after  eating,  being  preoccupied  with  the  desire 
to  be  thinner,  and  being  afraid  of  becoming  fat  in  comparison  with  those  who  read  news 
magazines  (Turner,  Hamilton,  Jacobs,  Angood,  &  Dwyer,  1997). 

Harrison  (2000)  found  that  exposure  to  fat  characters  on  television,  thin-ideal 
magazines,  and  sports  magazines  all  predicted  eating-disorder  symptomatology  for 
females,  especially  older  adolescent  females.  Interestingly,  she  also  discovered  that 
females  were  significantly  more  exposed  to  thin-ideal  television,  fat-character  television, 
and  thin-ideal  magazines  than  were  males  in  their  everyday  lives.  This  is  not  surprising 
given  that  women's  magazines  contain  10.5  times  more  articles  than  men's  magazines  on 
subjects  relating  to  body  weight  (Andersen  &  DiDomenico,  1992).  In  contrast,  when 
women  were  in  a  context  m  which  they  discussed,  critiqued,  and  critically  thought  about 
advertisements  and  advertisement  messages,  they  showed  significant  changes  in  their 
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beliefs  and  behaviors  with  regard  to  body  image  (Rabak-Wagener,  Eickofif-Shemek,  & 
Kelly- Vance,  1998). 

Though  the  relationship  between  exposuie  to  ideal-thin  media  and  body 
dissatisfaction  is  fairly  compelling,  far  less  research  has  examined  the  link  between 
exposure  to  stereotypical  portrayals  of  women  and  body  image.  Given  that  gender 
stereotypes  are  still  rampant  in  the  media,  a  correlation  between  stereotyping  and  body 
image  could  be  an  extremely  important  finding.  In  fact,  an  update  on  Goffman's  (1979) 
analysis  of  advertisements  showed  that  there  has  been  little  change  in  the  extent  of 
sexism  in  advertisements  between  1979  and  1991  (Kang,  1997).  Even  more  disturbing, 
the  ads  from  1991  actually  depicted  more  women  averting  their  gaze,  featured  more 
nudity/revealing  clothing,  and  more  licensed  withdrawal  (women  not  being  fully  part  of 
the  scene).  Other  researchers  have  found  a  60%  increase  in  the  frequency  of  women 
serving  only  a  decorative  role  in  advertisements  (Sullivan  &  O'Connor,  1988). 

A  meta-analysis  of  stereotypes  in  advertisements  by  Courtney  and  Whipple  (1974, 
1983)  revealed  several  interesting  trends  in  advertising.  They  found  that: 

•  Women  are  shown  in  isolation,  particularly  from  other  women 

•  Women  are  shown  in  sleepwear,  underwear,  and  lingerie  more  frequently 
than  in  other  clothing 

•  Young  girls  are  portrayed  as  passive  and  in  need  of  help 

•  Women  are  shown  as  kitchen  and  bathroom  product  representatives 

•  Women  appear  more  often  than  men  in  ads  for  personal  hygiene  products 

•  Women  are  often  shown  serving  men  and  boys 
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•  Medical  advertisement  often  show  male  physicians  interacting  with 
emotional  female  patients 

•  Women  are  more  often  depicted  in  family-  and  home-oriented  roles  than  in 
business  roles 

•  Young  women  are  shown  as  performing  household  duties,  whereas  older 
men  act  as  product  representatives  who  give  advice  to  housewives 

•  Women  are  often  portrayed  ad  decorative,  nonftinctioning  entities 

•  There  are  fewer  depictions  of  older  women  than  older  men 

•  There  are  fewer  depictions  of  minority  women  than  minority  men 

•  There  are  fewer  women  than  men  advertising  expensive,  luxury  products 

•  Fewer  women  are  shown  actively  engaged  in  sports 

•  Advertisements  are  overly  critical  of  feminist  issues  and  rights. 
Other  researchers  have  since  corroborated  these  findings  (Bretl  &  Cantor,  1988; 
Goldman,  Heath,  &  Smith,  1 99 1 ). 

In  essence,  women  are  portrayed  as  less  competent,  in  need  of  guidance  or 
assistance,  subservient  to  men,  less  active,  relatively  invisible  and  inaudible,  and  having  a 
decorative  rather  than  an  interactive  fiinction  (Matlin,  1996).  Women  are  also  more 
frequently  relegated  to  the  domestic  sphere  rather  than  the  public  sphere.  Moreover, 
because  the  voiceovers  in  commercials  are  overwhelmingly  male,  men  are  also 
represented  as  more  in  control  and  more  likely  to  be  an  authority  on  a  given  subject.  In 
the  1970's,  research  shows  that  a  fiill  93%  of  all  commercial  voiceovers  were  male 
(CuUey  &  Bennett,  1976;  O'Donnell  &  O'Doimell,  1978).  Unfortunately,  this  percentage 
only  dropped  by  2%  in  the  1980s  (Kalish,  1988). 
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All  of  these  trends  serve  to  reinforce  stereotypical  gender  roles.  In  tact,  research  on 
the  relation  between  television  watching  and  gender  stereotypes  show  that  heavy 
television  watchers  are  more  likely  to  hold  stereotypical  beliefs  about  gender  than  those 
who  seldom  watch  T.V.  (Signorielli,  1989).  It's  difficult  to  beUeve  that  television 
advertising  has  made  relatively  little  forward  movement  in  rectifying  its  biased  portrayal 
of  women  in  the  past  three  decades.  Compared  to  1975,  in  which  49%  of  women  were 
present  in  the  labor  force,  by  1991,  this  participation  had  surged  to  67%  (Lombard, 
1999).  Only  10%  of  families  in  the  U.S.  consist  of  the  "traditional"  family  with  a  non- 
working  wife  with  children  whose  husband  is  the  financial  provider.  Yet,  we  see  this 
type  of  patriarchal  structure  in  the  media  being  highly  over-represented.  As  women  gain 
more  power  in  society  and  higher  positions  in  politics  and  the  public  sphere,  they  gain 
relatively  little  power  wdthin  the  self-encapsulated  virtual  world  of  the  media. 

A  recent  study  by  Lavine,  Sweeney,  and  Wagner  (1999)  showed  that  women  who 
were  exposed  to  sexist  ads  perceived  their  own  body  size  to  be  larger  and  also  mdicated  a 
preference  for  a  thinner  ideal  body  type.  Interestingly,  men  were  also  affected  by  seeing 
sexist  ads.  Men  who  viewed  the  advertisements  perceived  their  own  body  size  to  be 
thinner  and  indicated  a  preference  for  a  larger,  more  muscular  ideal  body  type.  Both  men 
and  women  expressed  ideal  preferences  that  mirrored  society's  ideal  body  type  for  their 
genders  (men  as  large  and  muscular,  and  women  as  thin). 

Although  women  in  this  study  who  expressed  more  feminist  ideals  rated  sexist  ads 
more  negatively  than  non- feminist  women,  their  own  body  image  was  equally  affected  by 
exposure  to  sexist  images  as  their  non-feminist  counterparts.  This  finding  illustrates  the 
power  of  advertisements  to  affect  self-perception,  even  if  an  individual  posses  a  greater 


31 

awareness  of  societal  stereotypes  than  the  average  person.  Another  fascinating  result  of 
the  study  showed  that  both  men  and  women  rated  the  sexist  ads  more  negatively  than  the 
non-sexist  ads,  which  counters  advertisers'  assertion  that  stereotypes  "sell". 

Research  on  Treatment-Seeking  Behavior 

Although  eating  disorders  are  a  prevalent  issue  in  the  United  States  (American 
Psychiatric  Association,  1994;  Gordon,  1990;  Jackson,  1992;  Krahn,  1993;  Logue,  1991; 
Lucas  et  al.,  1988,  1991;  Maine,  2000;  Tannenhaus,  1992;  Well-Connected,  1999), 
relatively  few  individuals  seek  treatment  for  an  eating  disorder  (Hoek,  1991, 
Striegel-Moore  et  al.,  2000a).  The  percentages  of  those  with  eating  disorders  who  seek 
treatment  vary  by  study  and  range  from  0.14%  to  57%  (Cacheliii,  Viesel,  &  Striegel- 
Moore,  2001;  Striegel-Moore  et  al.,  2000a,  Striegel-Moore  et  al.,  2003;  Striegel-Moore, 
Petrill,  Garvin,  &  Rosenheck,  2000b). 

The  largest  study,  by  Striegel-Moore  and  associates  (2000b)  examined  1995 
insurance  claims  from  1,902,041  male  patients  and  2,005,760  female  patients  submitting 
claims  for  some  kind  of  medical  care.  Of  those  patients,  0.14%  of  females  (A'=  1,756) 
and  0.016%  of  males  (N=  176)  submitted  claims  for  eating  disorder  treatment.  Given  that 
the  national  percentage  of  eating  disorders  is  estimated  to  be  approximately  10%  for 
anorexia,  bulimia,  binge-eating  disorder,  and  eating  disorder  NOS  (American  Psychiatric 
Association,  1994;  Gordon,  1990;  Jackson,  1992;  Krahn,  1993;  Logue,  1991;  Lucas  et  al., 
1988,  1991;  Maine,  2000;  Tannenhaus,  1992;  Well-Connected,  1999),  the  number  of 
individuals  in  this  study  who  would  be  estimated  to  have  an  eating  disorder  would  be 
390,780.  According  to  this  estimate,  the  number  of  individuals  in  this  study  who  received 
treatment  (A^=  1932)  would  reflect  a  paltry  0.005%  treatment-seeking  rate! 
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Another  study  that  examined  an  ethnically  diverse  community  sample  of  61  women 
with  eating  disorders  (22  Hispanic- Americans,  8  Asian- Americans,  12  African- 
Americans,  and  19  Caucasian- Americans)  found  that  a  high  estimate  of  57%  sought 
treatment  for  an  eating  or  weight  problem  (Cachelin  et  al.,  2001).  However,  one  of  the 
reasons  why  this  number  may  be  so  elevated  in  comparison  is  that  the  treatment-seeking 
criteria  include  seeking  treatment  for  a  "weight  problem." 

Given  individuals  with  eating  disorders  propensity  to  believe  that  they  are 
overweight,  regardless  of  actual  weight  (American  Psychiatric  Association,  1994),  it  is 
not  unexpected  that  they  may  seek  "help"  through  some  kind  of  weight-loss  program 
before  ever  addressing  the  more  psychological  aspects  of  their  eating  disorder.  In  fact, 
one  study  found  that  29%  of  participants  in  a  weight-loss  program  met  clinical  criteria  for 
Binge-Eating  Disorder  (Spitzer  et  al.,  1993).  Therefore,  the  57%  treatment-seeking  rate 
for  eating  or  weight  problems  should  be  interpreted  with  extreme  caution.  Perhaps  more 
informatively,  of  these  57%  who  had  sought  treatment  in  the  past,  86%  had  not  received 
any  treatment  for  their  eating  problems. 

A  study  of  985  Caucasian- American  women  and  1,061  African-American  women 
found  that  65  (6.6%)  of  the  Caucasian- American  women  met  criteria  for  anorexia, 
bulimia,  or  binge-eating  disorder  whereas  only  19  (1.8%)  of  the  African- American 
women  met  criteria  for  one  of  these  three  eating  disorders  (Striegel-Moore  et  al.,  2003). 
Caucasian- American  women  were  found  to  be  much  more  likely  to  have  sought  treatment 
for  their  eating  disorder  than  were  African- American  women.  Of  the  65  Caucasian 
women  with  eating  disorders,  16  (24.6%)  had  sought  eating  disorders  treatment,  whereas 
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only  1  (5.3%)  of  the  African- American  had  received  some  kind  of  treatment  for  their 
eating  disorder  in  the  past. 

Aside  from  research  on  the  percentages  of  those  with  eating  disorders  who  seek 
treatment,  it  is  also  vitally  important  to  examine  differences  between  those  with  eating 
disorders  who  seek  treatment  and  those  who  do  not.  By  understanding  these  differences 
more  fully,  it  increases  the  likelihood  that,  as  mental  health  service  providers  and 
psychologists,  we  can  hope  to  increase  the  percentage  of  those  seeking  treatment. 

Unfortunately,  there  is  relatively  little  research  that  examines  such  differences 
between  treatment-seeking  and  non  treatment-seeking  individuals  with  eating  disorders 
(Cachelm,  Rebeck,  Veisel,  &  Striegel-Moore,  2001;  Cachelin  et  al.,  2000;  Crawford, 
1998;  Goodwin  &  Fitzgibbon,  2002;  Keel  et  al.,  2002;  Wilfley  et  al,  2001;  Wills,  1995), 
and  none  of  these  studies  focus  on  factors  that  could  be  practically  or  ethically  affected 
by  outreach  and  prevention  programs  on  college  campuses. 

A  study  by  Reas,  Masheb,  and  Grilo  (2004)  sought  to  determine  clients' 
motivations  for  seeking  treatment  for  binge-eating  disorder.  Participants  were  solicited 
through  advertisements  that  read  "stop  binge  eating  and  lose  weight"  and,  of  those  who 
responded,  a  total  of 248  adults  (58  men  and  190  women)  met  DSM-IV  criteria  for  binge- 
eating  disorder.  Participants  were  asked  whether  their  reasons  for  seeking  treatment  were 
appearance-related  or  related  to  health  concerns  and  were  compared  on  several  variables 
including  gender,  age,  obesity  (BMI),  featm-es  of  their  eating  disorders,  self-esteem,  and 
depression.  Regarding  reasons  for  seeking  treatment,  64%  of  participants  cited  being 
motivated  by  health  concerns  and  36%  were  primarily  motivated  by  appearance-related 
concerns  to  seek  treatment.  Interestingly,  those  who  were  motivated  by  appearance- 
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related  concerns  had  lower  Body  Mass  Indices  (BMI)  than  those  motivated  by  health,  but 
had  greater  body  dissatisfection,  more  eating  disorder  features,  and  lower  self-esteem  In 
other  words,  those  motivated  by  appearance  to  seek  "treatment"  evidenced  more 
characteristics,  both  physical  and  psychological,  of  those  with  eating  disorders. 

In  addition,  a  study  by  Goodwin  and  Fitzgibbon  (2002)  examined  the  role  of  social 
anxiety  in  treatment-seeking  behavior.  The  researchers  interviewed  28  participants  who 
were  seeking  treatment  for  either  anorexia  or  bulimia  at  an  outpatient  eating  disorders 
clinic.  Participants  were  compared  on  levels  of  eating  pathology,  levels  of  social  anxiety, 
and  past  service  utilization  records.  It  was  found  that  participants  who  had  not  previously 
sought  treatment  had  significantly  greater  social  anxiety  levels  than  did  those  who  had 
previously  sought  treatment.  No  differences  were  foimd  in  levels  of  eating  pathology, 
diagnosis  of  anorexia  versus  bulimia,  or  demographic  variables. 

The  influence  of  social  anxiety  on  treatment-seeking  has  interesting  implications 
for  Tangney  and  Bearing's  (2002)  concept  of  shame,  which  postulates  that  individuals 
experiencing  shame  are  much  more  likely  to  withdraw,  fear  others'  negative  evaluation, 
avoid  taking  active  means  to  rectify  their  dilemmas,  and  feel  unworthy  than  those 
experiencing  guilt.  It  may  be  that  social  anxiety  is  also  related  to  levels  of  shame,  aside 
from  the  desire  to  avoid  social  interaction  (which  is  certainly  required  when  seeking 
treatment!) 

One  of  the  few  studies  that  compared  clinic  samples  (those  seeking  psychological 
treatment  for  binge-eating  disorder)  and  a  community  sample  who  met  DSM-IV  criteria 
for  binge-eating  disorder  foimd  some  interesting  differences  between  those  seeking 
treatment  and  those  not  seeking  treatment  (Wilfley  et  al.,  2001).  The  clinic  sample 
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recruited  37  women  via  advertisements  for  participation  in  a  compulsive  overeating 
treatment  study  at  an  eating  disorders  clinic  at  Yale  University.  For  comparison,  108 
women  from  the  community  were  selected  from  a  New  England  Women's  Health  Project 
pool  of  16,500  eligible  women  and  placing  advertisements  for  a  study  on  women's  health 
in  various  media.  Women  with  any  physical  conditions  known  to  influence  eating  habits 
or  weight,  pregnant  women,  women  with  psychoses  or  psychiatric  conditions  warranting 
hospitalization,  those  taking  weight  affecting  medications,  and  any  women  enrolled  in 
psychiatric  or  weight-loss  treatment  were  excluded  from  the  study. 

All  of  the  clinic  cases  were  Caucasian-American,  whereas  57%  (61)  of  the 
community  sample  were  Caucasian- American,  and  43%  were  African-American  (47). 
For  both  the  clinic  and  community  sample,  the  participants  BMI,  responses  from  the 
Eatmg  Disorders  Examination  (EDE;  Fanbum  8c  Cooper,  1993),  responses  from  the 
38-item  Eating  Disorder  Examination  Questionnaire  (EDE-Q;  Fairbum  &  Beglin,  1994), 
responses  to  the  Structured  Clinical  Interview  for  DSM-IV  Axis  I  Disorders  (SCID-I; 
First,  Spitzer,  Gibbon,  &  Williams,  1995),  responses  to  the  Social  Adjustment  Scale- 
Self-Report  (SAS-SR;  Weissman  &  Bothwell,  1976),  and  responses  to  the  Brief 
Symptom  Index  (BSI;  Derogatis,  1975)  were  compared. 

Interestingly,  only  9%  (10)  of  the  community  sample  reported  currently  being  in 
treatment  for  an  eating  or  weight  problem.  Exclusion  of  their  data  did  not  significantly 
affect  results.  Several  demographic  differences  (other  than  race)  were  found  between  the 
clinic  and  community  samples.  Clinic  cases  were  significantly  older  than  community 
cases  (means  of  33.8  and  31.2  respectively)  and  54%  of  the  clinic  cases  had  graduated 
from  college  compared  to  31%  of  the  community  sample.  Although  no  differences  in 
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current  marital  status  were  evident,  the  rate  of  past  divorce  in  the  clinic  sample  was  three 
times  greater  than  that  in  the  community  sample  (27%;  9%).  For  both  samples,  the  rate  of 
current  employment  was  similar  (70%;  68%). 

There  were  other  important  differences  and  similarities  between  the  clinic  sample 
(treatment-seeking)  and  the  community  sample  (non  treatment-seeking).  The  two  samples 
did  not  differ  in  their  current,  lowest,  and  highest  BMI,  which  means  that  similar  levels  in 
both  groups  were  obese.  However,  despite  all  participants  meeting  DSM-IV  criteria  for 
binge-eating  disorder,  clinic  participants  had  more  severe  eating  disorders  (more  days  on 
which  they  hinged,  higher  scores  on  the  importance-of-weight  item  on  the  EDE,  higher 
levels  on  the  Eating  Concerns  and  Shape  Concern  subscales  on  the  EDE-Q)  than  did  the 
community  sample,  which  may  have  increased  their  motivation  to  seek  treatment  (a  sort 
of  "hitting  rock  bottom"  syndrome). 

The  two  groups  did  not  differ  on  the  importance-of-shape  item  on  the  EDE  or  on 
the  Restraint  or  Weight  Concern  subscales  on  the  EDE-Q,  meaning  that  both  groups  were 
equally  concerned  about  their  weight  and  body  shape  was  equally  important  to  both  of 
them.  This  finding,  along  with  the  fact  that  the  clinic  sample  having  more  severe  eating 
disorders,  could  corroborate  the  earlier  study  by  Reas  and  associates  (2004)  that  foimd 
that  the  majority  of  those  seeking  treatment  for  weight  or  eating  concerns  (64%)  cited 
health  concerns  as  their  primary  motivation,  whereas  the  minority  (36%)  were  primarily 
motivate  by  appearance  concerns. 

Another  important  difference  found  between  the  clinic  and  community  samples  as 
that  the  clinic  sample  evidenced  worse  overall  social  adjustment  on  the  SAS-SR  (2.16) 
than  did  the  community  sample  (1.81).  However,  the  two  samples  did  not  differ  in  their 
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level  of  psychiatric  symptoms  on  the  BSI  or  their  current  or  lifetime  rates  of  Axis  I 
psychiatric  disorders.  Ironically,  the  community  sample  were  significantly  more  likely  to 
have  a  current  anxiety  disorder  (20%)  compared  to  the  clmic  sample  (3%),  which 
supports  the  earlier  cited  study  by  Goodvrai  and  Fitzgibbon  (2002),  who  found  higher 
levels  of  social  anxiety  in  non  treatment-seeking  populations. 

The  authors  suggest  that  the  aforementioned  findings  may  signify  that  the  clinic 
sample  could  have  higher  levels  of  personality  (Axis  II)  disorders  or  simply  that  more 
severe  eating  disorders  cause  poorer  social  adjustment.  Also,  the  higher  divorce  rates 
among  the  clinic  sample  and  relatively  low  incident  of  treatment  (9%)  among  the 
community  sample  may  reflect  a  stronger  social  support  system  for  the  community 
sample  which  may  preempt  or  preclude  the  need  for  more  professional  treatments. 

When  ethnicity  was  controlled  for,  the  differences  between  the  clinic  and 
community  samples  in  education  level,  the  EDE-Q  subscales,  and  the  importance  of 
weight  item  from  the  EDE  became  non-significant.  However,  the  remainder  of 
differences  was  unaffected  by  ethnicity.  The  authors  suggest  that  the  fact  that  100%  of 
the  clinic  population  were  Caucasian- American  and  more  well-educated  may  indicate 
that  those  from  diverse  ethnic  groups  and  lower  socioeconomic  statuses  may  be  less 
likely  to  seek  treatment. 

Corroborating  this  hypothesis,  another  study  by  Pike  and  associates  (2001) 
examined  differences  between  Caucasian- American  women  and  Africein- American 
women  with  binge-eating  disorder.  Participants  were  1 50  women  with  binge-eating 
disorder  (52  African- American  women  and  98  Caucasian- American  women)  and  150 
match  healthy  controls  who  were  compared  on  eating  and  psychiatric  sjTiiptoms  as  well 
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as  demographic  variables  and  treatment-seeking  behavior.  As  in  the  study  by  Wilfley 
and  associates  (2001),  participants  from  this  study  were  recruited  through  the  New 
Englund  Women's  Health  project,  using  the  same  procedures,  exclusions,  and 
instruments. 

Women  with  binge-eating  were  much  more  likely  to  be  obese  (65.3%)  than  were 
healthy  controls  (20.7%)  and  obesity  was  also  more  common  among  healthy  African- 
American  women  (58.7%)  than  Caucasian- American  women  (34.7%).  Among  women 
with  binge-eating  disorder,  African- American  women  were  also  significantly  more  likely 
to  be  obese  (82.7%)  than  were  Caucasian- American  women  (56.1%).  There  were,  not 
surprisingly,  several  differences  found  for  scores  on  the  EDE  and  EDE-Q  between  the 
binge-eating  group  and  the  healthy  control. 

Perhaps  more  interestingly,  there  were  also  several  differences  found  between 
African-American  women  and  Caucasian- American  women  with  binge-eating  disorder. 
African-American  had  significantly  lower  scores  on  the  EDE-Q  subscale  on  Eating 
Concern  (2.3),  Dietary  Restraint  (1.45),  Shape  Concern  (3.98),  and  Weight  Concern 
(3.5),  than  Caucasian- American  women  (3.1;  2.55;  4.55;  4.15,  respectively).  However, 
African- American  women  did  report  engaging  in  more  binge  episodes  a  week  (5.99) 
compared  to  Caucasian- American  women  (3.88),  yet  reported  lower  levels  of  psychiatric 
distress  (0.72)  than  did  Caucasian- American  women  (1 .04).  The  authors  posit  that 
African- American  culture  tends  to  be  more  accepting  of  larger  body  shapes,  and  that 
African- American  women  appeared  to  experience  less  attitudinal  concern  over  their 
clinically  significant  symptoms.  This  may  be  because  over-eating  and  binge-eating  are 
more  accepted  within  African- American  culture  and  thus  does  not  raise  as  many  "red 
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flags"  in  their  minds.  It  is  also  possible  that  African- American  women  singly  are  not 
acknowledging  as  much  concern  because  of  the  strong  role  that  females  play  within 
African- American  culture. 

Given  the  aforementioned  results,  it  is  not  surprising  that  although  African- 
American  and  Caucasian- American  women  were  equally  likely  to  have  received 
treatment  for  a  weight  problem  (28.8%;  30.6%),  African- American  were  much  less  likely 
to  have  received  treatment  for  an  eating  problem  (7.7%;  22.4%).  Part  of  this  may  be  due 
to  differential  access  to  treatment  and  the  general  less  receptive  attitudes  toward  mental 
heahh  treatment  within  African- American  culture;  however,  it  was  also  discovered  that 
Caucasian- American  women  were  more  than  twice  as  likely  than  African- American 
women  to  meet  criteria  for  multiple  current  Axis  I  disorders  (21.4%;  7.7%).  Thus,  not 
only  did  Caucasian- American  women  report  more  psychiatric  distress,  they  were  more 
likely  to  suffer  from  multiple  Axis  I  disorders  (usually  major  depression,  social  phobia, 
or  panic  disorder).  Caucasian- American  women  also  had  a  greater  lifetime  history  of 
drug  (41.8%;  21.2%)  or  alcohol  dependence  (40.8%;  23.1%)  than  did  African- American 
women. 

Therefore,  Caucasian- American  women  may  simply  be  in  greater  psychological 
pain  and  in  more  need  of  treatment  than  African- American  women  and  thus,  more 
motivated  which  once  again  lending  credence  to  the  "hitting  rock  bottom"  syndrome  as  a 
treatment-seeking  catalyst.  Also,  the  earlier  cited  study  by  Cachelin  and  associates  (2000) 
found  that  more  acculturated  individuals  were  more  likely  to  have  sought  treatment. 
Thus,  individuals  who  are  more  identified  with  White  middle-class  values,  not  only  may 
be  at  more  risk  for  an  eating  disorder,  but  also  may  be  more  Ukely  to  seek  treatment  for 
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that  disorder.  Given  these  results,  it  is  likely  in  our  study  that  Caucasian- American 
women  will  have  been  more  likely  to  have  sought  treatment  for  an  eating  disorder  or  to 
be  currently  seeking  a  treatment.  It  is  also  probable  that  there  will  be  higher  rates  of 
current  or  past  treatment  for  Caucasian- American  women  with  a  greater  number  of  eating 
disordered  symptoms  and  more  severe  symptomatology. 

Other  studies  that  have  compared  groups  who  seek  treatment  with  those  who  are 
non  treatment-seekers  have  not  been  in  the  area  of  eating  disorders,  but  have  nonetheless 
yielded  interesting,  and  possibly  generalizable  results.  One  such  study  examined  10,641 
individuals  who  were  currently  CTqjeriencing  symptoms  of  anxiety  within  a  community  in 
Australia  (Issakidis  &  Andrews,  2002).  It  was  found  that  those  who  were  more  likely  to 
seek  some  kind  of  treatment  had  more  disability,  higher  levels  of  neuroticism,  and  had  a 
greater  likelihood  of  mental  disorder  than  did  those  not  seeking  treatment.  Another  study 
that  examined  data  from  8,098  participants  in  the  National  Comorbidity  Survey  found 
that  greater  perception  of  poor  mental  health,  severity  of  panic  attacks,  psychiatric 
comorbidity,  older  age,  being  married,  attaining  a  higher  level  of  education,  and  a 
Caucasian- American  ethnicity  were  associated  with  greater  health  service  use  (Goodwin 
&  Andersen,  2002). 

This  fmding  has  important  implications  for  our  study,  as  some  of  the  variables 
being  measured  in  the  Body  Image  Survey  is  participants'  perception  of  having  a  current 
eating  disorder  or  past  eating  disorder,  perception  of  having  significant  issues  with  food, 
and  perception  of  having  significant  issues  with  their  bodies.  Also,  given  the  results  of 
the  aforementioned  study,  it  is  likely  that  those  with  more  severe  eating-  disordered 
symptoms  will  be  more  likely  to  have  sought  treatment  or  to  be  currently  seeking 
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treatment.  It  may  also  be  more  likely,  given  that  more  educated  women  tend  to  have 
higher  rates  of  treatment-seeking,  that  there  will  be  a  difference  in  treatment-seeking 
based  on  year  in  school,  with  seniors  or  graduate  students  being  more  hkely  to  have  a 
history  of  past  or  present  treatment. 

A  study  that  examined  treatment  seeking  for  alcohol  dependence  examined  10,641 
Australian  between  the  ages  of  18  and  54.  Of  these,  4.1%  (436)  were  found  to  meet 
DSM-IV  criteria  for  alcohol  dependence  (Proudfoot  &  Teesson,  2002).  Seventy-five 
percent  of  the  participants  evidencing  alcohol  dependence  were  male  and  60%  were 
between  the  ages  of  1 8  and  34.  Increased  treatment-seeking  was  found  to  be  associated 
with  a  female  gender  and  having  a  co-morbid  affective  disorder.  Having  a  previous 
diagnosis  of  dependence/abuse  and  having  greater  dependence  symptoms  did  not, 
unfortimately,  predict  treatment-seeking.  Given  this,  in  our  study,  it  is  likely  that  female 
participants  will  have  been  more  likely  to  have  sought  treatment  as  well. 

Another  study  that  examined  treatment-seeking  in  a  population  with  alcohol  issues 
was  conducted  by  Kaskutas,  Weisner,  and  Caetano  (1997).  They  gathered  data  from 
2,234  participants  in  both  1984  and  1992  via  in-person  interviews.  Variables  that  were 
examined  were  severity  of  alcohol  problems,  gender,  minority  group  status,  length  of 
problem,  level  of  alcohol  consumption,  and  increasing  age.  The  results  of  the  study 
showed  that  significant  predictors  of  treatment-seeking  at  the  follow-up  data  collection  in 
1992  were  male  gender,  a  younger  age,  a  Hispanic  ethnicity,  and  having  had  experienced 
3  or  more  alcohol-related  social  consequences  at  the  baseline  data  collection  in  1984.  The 
latter  finding  may  also  have  significance  for  our  study.  It  may  be  in  our  study  that 
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participants  with  higher  Guilt  scores  will  evidence  higher  treatment  rates  because  they 
will  be  more  conscious  of  social  and  behavioral  consequences  in  the  past  and  present. 

One  study  that  examined  the  relationship  between  parenting  responsibilities, 
substance  abuse,  and  treatment-seeking  behavior  reviewed  data  collected  from  153 
women  who  were  seeking  methadone  maintenance  treatment  (McMalion,  Winkel, 
Suchman,  &  Luthar,  2002).  It  was  found  that  fewer  number  of  children,  non  ethnic 
minority  status,  not  cohabitating  with  a  sexual  partner,  greater  chronicity  of  substance 
abuse,  and  greater  knowledge  of  HIV  infection  were  associated  with  havmg  made  a 
greater  number  of  earlier  contacts  for  treatment.  This  has  important  implications  for  our 
study  as  knowledge  of  potential  health  consequence  was  associated  with  greater 
treatment-seeking  behavior. 

A  fascinating  study  conducted  by  Goff  and  associates  (2003)  on  the  effects  of  an 
intervention  designed  to  increase  knowledge  of  heart  attack  symptoms  was  a  wide-scale 
effort  in  20  community  samples  (10  intervention,  10  matched  controls)  through  the  Rapid 
Early  Action  for  Coronary  Treatment  (REACT)  program.  Four  waves  of  automated 
telephone  calls  were  made  to  60  participants  in  each  of  the  20  communities  in  wave  one 
(baseline  measurement),  60  adults  each  in  wave  two,  30  participants  each  in  wave  3,  and 
60  participants  each  in  wave  four.  Open-ended  questions  were  asked  about  the  symptoms 
of  a  heart  attack,  with  encouraging  prompts  after  each  response  of  "Anything  else?"  Data 
was  also  collected  about  age,  gender,  ethnicity,  educational  attaiimient,  household 
income,  personal  history  of  heart  disease,  presence  of  heart  disease  risk  fectors,  and 
history  of  a  heart  attack  in  an  immediate  family  member  or  other  relative/close  friend. 
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After  the  initial  baseline  survey,  public  interventions  were  conducted  by  REACT  to 
increase  each  of  the  10  intervention  communities.  These  mterventions  included 
community  organization,  public  education,  professional  education,  and  patient  education. 
Public  message  highlighted  the  importance  of  calling  911  for  ambulance  transport  to  a 
hospital  immediately  and  provided  education  on  heart  attack  symptoms.  Total 
participants  who  completed  the  survey  in  wave  one  were  1,294  (65%  response  rate),  in 
wave  two,  1,261  (66%  response  rate),  in  wave  three,  630  (63%  response  rate),  and  in 
wave  four,  1 ,204  (68%  response  rate).  Of  those  who  participated  in  the  study,  52.2% 
were  female  and  47.8%  were  male.  Also,  77.5%  of  the  sample  was  Caucasian- American, 
7.7%  were  Hispanic- American/Latmo(a),  10.8%  were  African- American,  2.8%  were 
Asian- American,  and  0.7%  were  Native-American  or  Pacific  Islander. 

Results  of  the  study  revealed  that  the  intervention  resulted  in  a  13.3%  increase  by 
wave  4  of  participants  who  could  correctly  identify  at  least  three  correct  heart  attack 
symptoms.  The  proportion  of  participants  who  accurately  stated  that  chest  pain  was  the 
most  inqjortant/key  heart  attack  symptom  also  increased  over  time.  Interestingly,  the 
intervention  effect  was  stronger  for  ethnic  minorities,  households  with  lower 
socioeconomic  status,  and  those  with  a  family  or  spouse  history  of  a  heart  attack. 

This  stronger  effect  for  minorities  may  reflect  the  lower  access  to  health  education 
knowledge  of  ethnic  minorities  and  lower  SES  populations  and  assumptions  by  both 
patients  and  health  care  professional  that  those  who  know  a  family  member  or  spouse 
with  a  history  of  a  heart  attack  automatically  know  more  about  heart  attack  symptoms. 
Perhaps  more  importantly  for  our  study,  the  REACT  intervention  was  not  only  effective 
in  modestly  increasing  knowledge  of  heart  attack  symptoms,  but  also  the  use  of 
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emergency  medical  services.  The  implication  for  our  study  is  that  greater  knowledge  of 
the  health  hazards  and  symptoms  of  eating  disorders  (as  measured  by  the  Knowledge  of 
Eating  Disorders  Survey;  KEDS;  Bowden,  2005)  may  be  associated  with  a  greater 
likelihood  of  accessing  present  or  past  treatment  for  an  eating  disorder.  Also,  the 
possibilities  for  outreach  efforts  are  intriguing  in  that  increasing  students'  or  community 
members'  knowledge  of  eating  disorder  symptoms  and  health  hazards  may  increase  their 
future  treatment-seeking  behavior. 

A  study  that  examined  emotional  attitudes  toward  heart  attack  symptoms  and 
inadequate  coping  strategies  in  the  delay  of  seeking  treatment  (Kentsch  et  al.,  2002).  The 
authors  collected  data  from  739  patients  with  confirmed  acute  myocardial  infarction 
(30.2%  female,  median  age  65.3).  They  found  that  a  full  93.3%  knew  that  an  AMI  could 
be  deadly,  43.9%  who  suspected  an  AMI  and  knew  it  could  be  deadly  waited  over  1  hour 
to  decide  to  seek  medical  help.  Attitudes  toward  symptoms  and  coping  strategies  were 
found  to  have  the  highest  impact  on  makmg  late  decisions  to  seek  help.  It  was  found  that 
wanting  to  "wait  and  see,"  not  taking  symptoms  seriously,  not  wanting  to  bother  anyone, 
symptoms  initially  improving,  asking  others  for  advice,  taking  pain  medication,  and 
strong  intensity  of  angina  were  associated  with  delays  in  or  lack  of  treatment  seeking. 

These  findings  have  important  implications  for  our  study.  Those  with  eating 
disorders  tend  to  be  strong  people-pleasers  and  avoid  conflict  (American  Psychiatric 
Association,  Tannenhaus,  1992).  Also,  eating-disordered  individuals  are  very  concerned 
about  "being  a  burden"  or  bothering  anyone.  It  may  be  that  these  socially  monitoring 
attitudes  prevent  many  with  eating  disorders  from  seeking  treatment.  A  health  care 
provider,  in  the  eating-disordered  individuals'  minds,  may  represent  someone  taking 
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them  very  seriously  and  exclusively  focusing  on  them  to  improve  their  physical  and 
mental  well-being.  Also,  it  may  be  that  individuals  with  eating  disorders  do  not  take  their 
own  symptoms  seriously,  despite  knowing  about  the  general  risks  of  eating  disorders 
("yeah,  eating  disorders  are  terrible,  but  I'm  not  hke  that!)  The  Body  Image  survey  and 
the  KEDS  have  several  questions  designed  to  gauge  participants'  perception  of  their  own 
symptoms,  as  well  as  measure  their  knowledge  of  eating  disorder  symptoms  and  heakh- 
hazards,  so  the  results  on  treatment-seeking  behavior  should  be  enlightening. 

A  final  study  by  Bearing,  (2001),  examined  graduate  students'  decisions  whether  or 
not  to  seek  therapy.  Data  was  gathered  from  a  nationwide  survey  of 262  graduate 
students  in  Clinical  Counseling  and  Counseling  Psychology  graduate  programs  across  the 
U.S.  All  participants  were  given  a  Graduate  Student  Survey  (GSS),  the  Attitudes  Toward 
Seeking  Professional  Psychological  Help  (ATSPPH;  Fisher  &  Farina,  1995),  the 
Self-Consciousness  Scale  (SCS-R;  Scheier  &  Carver,  1985),  the  Test  of  Self-Conscious 
Affect,  Short  Form  (TOSCA-S;  Tangney,  Dearing,  Wagner,  &  Gramzow,  2000),  and  tlie 
Stages  of  Change  Questionnaire  (SCQ;  McConnaughy,  Prochaska,  &  Velicer,  1983). 

The  survey  found  that  47%  of  graduate  students  had  entered  individual  therapy  at 
some  point  during  their  graduate  school  career.  Private  Self-Consciousness  was  modestly 
associated  with  seeking  treatment  (r  =  0.14).  Other  factors  associate  with  a  greater 
likelihood  of  seeking  treatment  were  beliefs  about  the  value  of  therapy  to  enhance 
training  during  graduate  school  (r  =  0.44),  positive  attitudes  toward  help-seeking  during 
graduate  school  (r  =  0.32),  and  perceived  positive  faculty  attitude  about  students'  seeking 
therapy  (r  =  0. 1 9).  Female  students  were  more  likely  to  seek  treatment  than  males  (x^  = 
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4.5).  However,  there  was  no  relationship  found  between  shame-proneness  and  help- 
seeking. 

It  may  be  that  because  graduate  students  are  more  educated  than  undergraduates 
and  tend  to  be  higher  functioning,  graduate  students  may  be  less  prone  to  shame. 
Graduate  students  may  also  be  better  able  to  externalize  shame  so  that  it  does  not  affect 
their  global  appraisal  of  self,  rather  than  internalize  it,  which  would  cause  a  negative 
global  appraisal  of  self  and  result  in  withdrawal/hiding. 

Not  surprisingly,  with  regard  to  stages  of  change,  those  who  had  entered  personal 
therapy  tended  to  score  higher  in  the  Contemplation,  Action,  and  Mamtenance  Stages  of 
Change,  whereas  those  not  entering  therapy  scored  higher  in  Pre-Contemplation.  This 
result  illustrates  that  those  who  do  not  seek  treatment  tend  not  to  believe  that  they  are 
experiencing  difficulties. 

Tangney  and  Dearing's  Shame  and  GuiH  Theory 

Key  Concepts 

According  to  June  Price  Tangney  and  Ronda  Dearing  (2002),  despite  the  casual 

prevalence  in  layperson  conversation  of  these  terms,  shame  and  guilt  are  powerful 

emotions  that  have  a  profound  effect  on  both  how  we  view  ourselves  and  our  interaction 

with  significant  others  in  our  lives.  Tangney  and  Dearing  posit  that  shame  and  guilt  are 

both  "self-conscious"  and  "moral"  emotions  in  that  they  foster  an  introspective  process  of 

self-evaluation  and,  at  their  best  and  worst,  play  integral  roles  in  shaping  our  moral 

development  and  behavior.  Tangney  notes  from  her  parochial  school  education: 

To  be  a  good  person,  you  have  to  feel  really  bad.  If  you're  not  a  saint,  if  you 
occasionally,  inevitable  sin,  then  your  worthiness  and  closeness  to  God  hinges  on 
how  bad  you  feel  about  those  sins.  Good  people  feel  intense  remorse  and  regret, 
and  a  painfiil,  grinding  self-scrutiny  and  denouncement  of  the  self  (Tangney  & 
Dearing,  2002,  p.  I) 
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Thus,  Tangney  and  Dearing  argue  that  shame  and  guilt  often  necessitate  a  sense  of 
self-deprecation.  Shame  and  guilt  are  often  intense  emotions  that  arise  from  a 
deconstruction  of  past  behaviors  which  are  viewed  through  a  lens  that  questions  the 
integrity  of  one's  inherent  "goodness"  or  self-identity.  "Good"  people  constantly  evaluate 
the  moral  turpitude  of  their  actions,  attitudes,  beliefs,  and  interactions  with  others, 
looking  for  evidence  of  moral  ambiguity  or  transgression,  whereas  "bad"  people  do  not 
self-evaluate  for  moral  righteousness.  Rather,  those  who  do  not  morally  introspect  or  rely 
on  shame  and  guilt  as  moral  compasses  simply  "brush  it  off'  (Tangney  &  Dearing,  2002, 
p.  1)  when  they  morally  transgress  m  their  actions  or  beliefs  or,  perhaps  do  not 
recognize/encode  a  transgression  following  such  behavior,  bypassing  the  shame  and  guilt 

processes  altogether. 

The  concept  of  distress  that  is  generated  following  a  discrepancy  between  one's 
self-perception  and  what  one  believes  is  expected/societally  acceptable  is  certainly  not  a 
novel  concept  in  the  history  of  psychology.  In  fact,  the  field  of  cognitive  psychology  has 
a  well-known  construct  called  cognitive  dissonance  (Festinger,  1957).  According  to 
cognitive  dissonance  theory,  individuals  have  a  strong  desire  for  congruence  or 
consistency  among  their  beliefs,  opinions,  and  view  of  self  When  something,  whether  an 
event,  unplanned  or  planned  behavior,  social  persuasion,  and/or  change  in  beliefs  causes 
an  incongruence/discrepancy  between  a  person's  attitudes  and  behefs  and  their  core  self- 
identity  it  creates  dissonance.  This  dissonance  causes  psychological  distress  until  a 
compensatory  behavior  ameliorates  it.  There  are  thouglit  to  be  three  main  ways  of 
eliminating/reducing  dissonance:  (1)  reduce  the  importance  of  the  dissonant  beliefs  so 
that  they  are  not  integral  to  one's  core  self,  (2)  add  additional  consonant  beUefs  that 
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outweigh  the  dissonant  beliefs  and  restore  the  hypocritical  balance  toward  non-hypocrisy, 
and  (3)  change  the  dissonant  beliefs  so  that  they  are  no  longer  dissonant. 

The  concept  of  cognitive  dissonance  not  only  has  important  implications  for 
Tangney  and  Bearing's  theory,  but  also  for  paiticipants  who  acknowledge  liaving  eating 
and  body  images  "issues,"  but  not  an  eating  disorder.  Cognitive  dissonance  may  also  be 
key  in  understanding  why  some  participants  may  acknowledge  having  an  eating  disorder 
and  that  professional  treatment  is  important  for  recovery,  yet  have  not  sought  past  or 
present  treatment. 

In  Tangney  and  Bearing's  theory,  shame  is  an  extremely  painful  emotion,  which 
may  or  may  not  be  dissonant  to  the  individual.  Tangney  and  Bearing  report  that  those 
who  are  prone  to  shame  have  a  greater  tendency  to  blame  both  others  and  themselves, 
and  tend  toward  a  "seething,  bitter,  resentful  kind  of  anger  and  hostility"  which 
compromises  their  ability  to  be  empathetic  (p.3).  Shame-prone  individuals  also  tend  to 
express  anger  in  non-constructive  and  more  passive-aggressive  ways  either  toward 
themselves  or  others.  This  is  highly  congruent  with  eating-disordered  individuals  who 
often  have  a  strong  tendency  to  please  others  and  avoid  conflict,  yet  inwardly  accumulate 
resentment  and  suppress  anger.  Also,  individuals  with  eating  disorders  may  reduce 
dissonance  by  feeling  as  if  they  "deserve"  what  is  happening  to  them,  which  is  strongly 
consistent  with  their  low  self-esteem  and  negative  self-image. 

As  mentioned  in  the  study  by  Kentsch  and  associates  (2002),  some  patients  delay  in 
seeking  treatment  because  they  don't  want  to  "bother"  anyone.  Given  the  association  of 
shame  and/or  guilt  with  eating  disorders,  eating  disordered  individuals'  tendency  to  care 
for  others  and  not  themselves,  and  their  keen  sense  of  not  wanting  to  "burden"  or 
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"bother"  others,  it  is  likely  that  their  attempts  to  remain  consonant  in  their 
beliefs/attitudes  despite  eating-disordered  symptoms  result  in  delays  or  preclusion  of 
treatment-seeking. 

According  to  Tangney  and  Bearing  (2002),  individuals  experiencing  shame  can 
resolve  the  shame  in  one  of  two  ways:  becoming  angry  at  the  world  and  attempting  to 
externalize  the  blame  onto  others,  or  withdrawing  from  others,  and  bottling  up  and 
internalizing  the  shame.  When  shame-prone  individuals  choose  the  latter  path  of 
withdrawing  and  internalizing  shame,  they  become  prone  to  a  wealth  of  psychological 
symptoms,  particularly  depression.  Lewis  (1971)  stated  that  in  therapy,  shame  reactions 
were  largely  responsible  for  many  therapeutic  failures  or  premature  terminations. 
Tangney  and  Bearing  also  mentioned  that  research  indicates  that  many  common 
presenting  issues  in  therapy  are  likely  to  be  partly  shame-based. 

Lewis  (1971)  argues  that  an  integral  difference  between  those  who  are  shame-prone 
and  those  who  are  guilt-prone  is  the  role  of  the  self  within  these  experiences.  Shame- 
prone  individuals  tend  to  focus  on  their  agency/self  in  a  negative  scenario  (I  did  that 
horrible  thing)  whereas  guilt-prone  individuals  tend  to  focus  on  the  behavior  (I  did  that 
horrible  thing;  Tangney  &  Bearing,  2002,  p.  18).  Consequently,  shame-based  reactions 
make  the  individuals  feel  small,  exposed,  fearful  of  negative  evaluation  by  others  (social 
einxiety),  evaluating  the  self  as  unworthy  and  reprehensible,  and  a  desire  to  withdraw  and 
hide.  Two  previously  mentioned  studies  (Goodwin  &  Fitzgibbon,  2002;  Wilfley  et  al., 
2001)  mentioned  the  role  of  social  anxiety  as  a  roadblock  to  seeking  treatment.  Because 
those  experiencing  shame  want  to  withdraw  and  hide  and  also  fear  others'  negative 
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evaluation,  it  is  likely  that  shame  is  related  to  social  anxiety  and  may  inhibit  treatment- 
seeking  behavior. 

According  to  Tangney  and  Dearmg  (2002),  guilt  is  an  entirely  different  emotion 
than  is  shame.  The  authors  posit  that  guilt-prone  individuals  tend  to  be  able  to  accept 
personal  responsibility  for  negative  events  rather  than  become  angry  at  the  world  and 
blame  others.  Guilt-prone  individuals  also  are  better  able  to  empathize  with  others  and 
are  less  prone  to  anger.  However,  unlike  shame-prone  individuals  who  tend  to  express 
anger  in  passive-aggressive  ways,  when  angered,  guilt-prone  individuals  express  anger  in 
more  direct  ways.  Lewis  (1971)  argues  that  guilt  tends  to  arise  when  an  individual 
focuses  on  a  negative  behavior  that  they  have  enacted  or  in  which  they  have  participated 
(I  did  that  horrible  thing,  Tangney  &  Bearing,  2002,  p.  1 8).  Markedly  different  from 
shame,  guih  tends  to  be  a  less  painful  and  more  transitory  emotion  because  the  primary 
concern  is  the  behavior,  not  the  individual's  core  sense  of  self  or  identity  (it  produces  less 
intense  and  self-negating  dissonance). 

According  to  Tangney  and  Bearing  (2002)  and  Lewis  (1971),  guih  involves  a  sense 
of  tension  and  remorse  over  something  "bad"  that  the  self  has  done.  Guilt  may  induce 
rumination  over  the  "bad"  act,  wishing  that  the  perpetrator  had  acted  differently,  and  a 
desire  to  "undo"  the  act.  Rather  than  concern  about  how  others  will  evaluate  the  self 
(shame),  guilt-prone  individuals  tend  to  be  concerned  with  how  they  may  affect  others. 
Also,  and  key  to  our  research,  rather  than  the  desire  to  withdraw  and  hide,  guih-prone 
individuals  have  the  desire  to  confess,  apologize,  or  make  reparations.  That  is,  shame- 
prone  individuals  tend  to  make  a  global  de  valuation  of  the  self  and  become  very  passive 
and  inactive  in  resolving  their  feelmgs,  whereas  guilt  prone  individuals  may  condemn  the 
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behavior,  but  not  their  global  sense  of  self,  and  take  more  active  means  to  resolve  their 
feelings.  Therefore,  according  to  Tangney  and  Dearrng  (2002)  and  Lewis  (1971),  guilt- 
prone  individuals  should  be  more  likely  to  have  sought  treatment  in  the  past  or  to  be 
currently  seeking  treatment  in  the  present  than  would  shame-prone  individuals. 

Creation  and  Validation  of  the  TOSCA-3  and  SGSS 

The  original  Test  of  Self-Conscious  Affect  (TOSCA)  was  developed  in  1989  by 
Tangney  and  associates  and  was  originally  modeled  after  the  Self-Conscious  Affect  and 
Attribution  Inventory  (SCAII,  Tangney  et  al.,  1988),  incorporating  new  data  from  a  pool 
of  several  hundred  college  students.  The  students  wrote  written  accovmts  of  personal 
scenarios  involving  feelings  of  shame  or  guilt,  which  were  factor-analyzed  into  several 
distinct  constructs:  Shame,  Guilt,  Extemalization,  Detachment/Unconcern,  Alpha  Pride, 
and  Beta  Pride  (TOSCA;  Tangney  et  al.,  1989).  These  six  constructs  later  became  the 
subscales  of  the  TOSCA.  The  original  TOSCA  consisted  of  15  scenarios  (10  negative  and 
5  positive)  which  had  4  possible  responses  to  the  scenarios,  each  to  be  rated  from  1  (not 
at  all  likely)  to  5  (very  likely).  The  TOSCA  was  then  revised  to  the  TOSCA-2  (Tangney 
et  al.,  1996)  to  include  the  concept  of  Maldaptive  Guilt,  a  more  ruminative,  unresolved 
kind  of  guilt  hypothetically  distinct  from  the  constructive,  motivating  guilt  of  the 
previous  scale.  A  new  subscale  for  this  ruminative  style  of  guilt  was  added,  along  with  2 
new  scenarios  and  1  deleted  scenario,  totaling  16  scenarios  to  be  rated.  However,  the  new 
Maladaptive  Guilt  subscale  failed  to  establish  discriminant  validity  from  Shame,  and  was 
later  dropped. 

The  final  version  of  the  TOSCA,  the  TOSCA-3  (Tangney  et  al,  2000)  retains  the 
16  scenarios  from  the  TOSCA-2,  but  eliminated  the  Maladaptive  Guilt  subscale  from  the 
scale  scoring  and  factor  analysis.  The  TOSCA-3  also  gives  the  option,  used  in  our  study, 
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of  a  short  version,  which  only  utilizes  the  10  negative  scenarios  and  not  the  6  positive 
ones.  An  adolescent  version  of  the  TOSCA,  the  TOSCA-A  (Tangney,  Wagner,  Gavlas,  & 
Gramzow),  and  a  version  for  children,  the  TOSCA-C  (Tangney  et  al.,  1990)  are  also 
available.  Internal  consistency  or  Cronbach's  alpha  for  the  TOSCA  Shame  scales  was 
found  to  be  0.74  for  adults,  0.74  for  college  students,  0.77  for  adolescents,  and  0.78  for 
children.  Internal  consistency  for  the  TOSCA  Guilt  scale  was  found  to  be  0.61  for  adults, 
0.69  for  college  students,  0.81  for  adolescents,  and  0.83  for  children.  Studies  also  support 
the  discriminant  and  convergent  validity  of  the  TOSCA  for  various  measure  of 
psychopathology  (Gramzow  &  Tangney,  1992;  Tangney,  Burggraf,  &  Wagner,  1995; 
Tangney,  Wagner,  &  Gramzow,  1 992),  aspects  of  interpersonal  fiinctioning  (Tangney, 
1993,  1995;  Tangney,  Wagner,  Fletcher,  &  Gramzow,  1992)  and  family  functioning 
(Tangney,  Wagner,  Fletcher,  &  Gramzow  (1991). 
The  Relationship  between  Shame  and  Guilt  and  Eating  Disorders 

In  the  majority  of  sources  that  describe  the  characteristics  of  eating  disorders, 
eating-disordered  individuals  are  often  described  as  being  fraught  with  shame  and  guilt 
(American  Psychiatric  Association,  1994;  Costin,  1997;  Kinoy,  Hohnan,  &  Lemberg, 
1999;  Smolak,  Levine,  &  Striegel-Moore,  1996;  Tannenhaus,  1992).  However,  these 
sources,  xmlike  Tangney  and  Bearing  (2002),  do  not  distinguish  between  the  constructs  of 
shame  and  guilt  and  the  subsequent  distinct  emotions  and  behaviors  that  are  induced  by 
them.  As  described  in  the  section  on  eating  disorders,  both  those  with  anorexia  and 
bulimia  tend  to  try  to  hide  their  eating  disorder  symptoms  from  significant  others  in  their 
lives  (American  Psychiatric  Association,  1994;  Costin,  1997;  Kinoy,  Holman,  & 
Lemberg,  1999;  Smolak,  Levine,  &  Striegel-Moore,  1996;  Tannenhaus,  1992).  This 
tendency  is  similar  to  Tangney  and  Dearing's  assertion  that  shame-prone  individuals  tend 
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to  respond  to  moral  transgressions  by  either  becoming  angry  and  blaming  othei-s  or  by 
withdrawing  and  hiding.  Some  descriptions  of  anorexics  in  particular,  describe  them  as 
being  prone  to  suspiciousness  and  hostility  toward  others  (Tannenhaus,  1992;  Weil- 
Connected  1 999).  It  may  be  that  anorexics  are  more  prone  to  shame  whereas  bulimics  are 
more  prone  to  guilt.  Corroborating  this  hypothesis,  bulimics  not  only  evidence  a  greater 
likelihood  to  seek  treatment  than  do  anorexics  (Whitaker,  1992;  Yager,  Landsverk,  & 
Edelstein,  1989),  but  they  also  tend  to  respond  more  favorably  to  treatment  (Bock,  1999; 
Goldbloom  &  Kennedy,  1995;  Hartman,  1995;  Herzog  et  al.,  1993;  Hudson  et  al.,  1996; 
Keel  &  Mitchell,  1997;  Marcus  et  al.,  1990;  Ohnstead,  Kaplan,  &  Rockert,  1994;  Ward, 
Brown,  &  Treasure,  1997;  Weiss,  Katzman,  &  Wolchik,  1999). 

In  addition,  individuals  with  anorexia  have  a  greater  tendency  to  deny  that  they 
have  a  problem  (American  Psychiatric  Association,  Tannenhaus,  1992;  Weil-Connected, 
1999).  The  study  cited  earlier  by  Bearing  (2001)  found  that  those  who  did  not  seek 
treatment  lend  to  score  higher  in  the  Pre-Contemplation  Stage  of  Change  (reflecting 
denial  of  problem)  than  did  treatment-seekers.  It  may  be  that  those  who  engage  in  more 
extreme  and  socially-unacceptable  behaviors  like  purging  or  binge-eating,  may 
experience  more  feelings  of  guilt  than  those  who  simply  restrict  their  eating  and  over- 
exercise. 

Recall  that  guilt-prone  individual  tend  to  focus  on  the  moral  transgression  of  the 
behavior  rather  than  the  self  (I  did  that  horrible  thing;  Tangney  &  Dearing,  p.  18) 
whereas  shame-prone  individual  focus  on  the  global  moral  transgression  proneness  and 
unworthiness  of  the  self  (I  did  that  horrible  thing;  Tangney  &  Dearing,  2002;  p.  1 8).  In 
general,  fasting  and  exercise  tend  to  be  more  socially  acceptable  behaviors  due  to  the 
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United  States'  strong  roots  in  Christianity  (which  condones  fasting  for  spiritual  reasons) 
and  our  increasing  health-consciousness  in  the  face  of  rising  obesity  rates.  However, 
vomiting,  laxative  use,  non-medical  enema  use,  using  an  emetic  in  a  non-medical  way  to 
induce  vomiting,  and  significantly  over-eating,  tend  not  to  be  generally  socially 
acceptable  behaviors,  which  may  induce  guilt.  Hiding  food/lying  about  eating  may  be 
more  likely  to  trigger  shame  as  the  majority  of  individuals  generally  accept  that  lying  is 
"wrong"  (and  thus  a  moral  transgression)  that  reflects  poorly  on  one's  integrity  (global 
sense  of  self  and  identity). 

Hypotheses 

Hypothesis  la:  Individuals  who  score  higher  on  the  shame  subscales  of  the  Test  of 
Self-Conscious  Affect  (TOSCA)  and  the  State  Shame  and  Guilt  Scale  (SGSS)  are 
predicted  to  evidence  less  treatment-seeking  behavior  than  those  with  lower  shame.  The 
reason  for  this  hypothesis  is  that  Tangney  and  associates  (2002)  posit  that  shame-prone 
individuals  tend  to  withdraw  socially  because  of  a  desire  to  hide,  which  is  likely  to  make 
them  less  likely  to  seek  treatment,  with  its  expectation  of  social  interaction. 

Hypothesis  lb:  Individiials  who  score  higher  on  the  Guilt  subscales  of  the  TOSCA 
and  the  SGSS  are  predicted  to  evidence  more  treatment-seeking  behavior  than  those  with 
lower  guilt.  The  reason  for  this  hypothesis  is  that  Tangney  and  associates  (2002)  posit 
that  guilt-prone  individuals  tend  to  attempt  to  make  amends  and  to  accept  responsibility, 
which  ought  to  make  them  more  likely  to  confront  their  issues  in  an  interpersonal  context 
such  as  treatment. 

Hypothesis  2:  Individuals  with  high  self-silencing  scores  are  predicted  to  evidence 
less  treatment-seeking  behavior  than  individuals  with  low  self-silencing  scores.  The 
reason  for  this  hypothesis  is  that  individuals  who  are  high  in  self-silencing  tend  to 
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suppress  their  voices  and  to  believe  that  their  own  needs  and  wants  are  unimportant 
(Jack,  1991).  Therefore,  high  self- silencers  should  be  less  likely  to  acknowledge  their 
bodily  needs  and  less  likely  to  believe  that  their  problems  are  important  enough  to 
warrant  treatment. 

Hypothesis  3a:  Knowledge  of  eating  disorder  symptoms  and  health  hazards  is 
expected  to  be  positively  associated  with  treatment-seeking  behavior.  This  hypothesis  is 
based  on  the  fact  that  the  majority  of  outreach  programs  on  college  campuses  include 
education  about  the  location  of  campus  resources  for  eating  disorder  treatment  and 
information  about  eating  disorder  symptoms  and  health  hazards  (Austin,  2000,  Killen  et 
al.,  1993;  Moreno  &  Thelen,  1993;  Paxton,  1993). 

Hypothesis  3b:  Knowledge  of  campus  resources  hazards  is  expected  to  be 
positively  associated  with  treatment-seeking  behavior.  This  hypothesis  is  based  on  the 
fact  that  the  majority  of  outreach  programs  on  college  campuses  include  education  about 
the  location  of  campus  resources  for  eating  disorder  treatment  (Austin,  2000,  Killen  et  al., 
1993;  Moreno  &  Thelen,  1993;  Paxton,  1993). 

Additional  Research  Questions 

Research  Question  1:  Approximately  9%  of  participants  are  e)q)ected  to  meet 
clinical  criteria  for  anorexia  nervosa  and  bulimia  nervosa  by  their  scores  on  the 
Questionnaire  for  Eating  Disorder  Diagnosis  (Q-EDD)  and  above  the  clinical  cut-ofFof 
20  on  the  EAT-26.  The  reason  for  this  hypothesis  is  that  9%  is  the  mean  value  of  the 
lower  and  upper  estimates  of  the  combined  incidence  of  anorexia  nervosa  (0.5  to  3%)  and 
bulimia  nervosa  (4  to  10%)  in  the  general  population  (American  Psychiatric  Association, 
1994;  Gordon,  1990;  Jackson,  1992;  Krahn,  1993;  Logue,  1991;  Lucas  et  al.,  1988,  1991; 
Maine,  2000;  Tannenhaus,  1992;  Well-Connected,  1999). 
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Research  Question  2:  Students  who  are  sorority/fraternity  members,  athletes, 
and/or  living  on  same-sex  floors  in  residence  halls  are  expected  to  score  higher  on  the 
EAT-26  and  the  Q-EDD  than  students  not  meeting  those  criteria.  The  reason  for  this 
hypothesis  is  that  students  participating  in  sororities,  athletics,  and  living  in  same-sex 
enviromnents  are  frequently  targeted  by  researchers  and  healthcare  professionals  as  being 
"high-risk"  groups,  or  groups  that  evidence  a  higher  incidence  of  eating  disorders  than 
the  general  population  (Cobum  &  Ganong,  1989;  Crandall,  1988;  Hoerr  et  al.,  2002; 
Smolak,  Mumen,  &  Ruble,  2000;  Sundgot-Borgen,  1 994). 

Research  Question  3:  Individuals  with  eating  disorders  are  predicted  to  score 
higher  than  those  v^ithout  eating  disorders  on  the  Shame  and  Guilt  subscales  of  the 
TOSCA  and  SGSS.  The  reason  for  this  prediction  is  that  in  much  of  the  literature  that 
describes  the  diagnostic  criteria,  characteristics,  and  psychological  effects/traits  of  those 
with  eating  disorders,  the  concepts  of  shame  and  guilt  are  mentioned  as  key  features 
(American  Psychiatric  Association,  1994;  Costin,  1997;  Kinoy,  Holman,  &  Lemberg, 
1999;  Smolak,  Levine,  &  Striegel-Moore,  1996;  Tannenhaus,  1992). 


CHAPTER  3 
METHODOLOGY 

The  primary  objective  of  this  study  is  to  examine  factors  related  to  treatment- 
seeking  behavior  in  individuals  with  eating  disorders.  Few  studies  have  examined 
differences  between  those  who  do  and  do  not  seek  treatment  for  eating  disorders 
(Cachelin,  Rebeck,  Veisel,  &  Striegel-Moore,  2001;  Cachelin,  Veisel,  Barzegamazari,  & 
Striegel-Moore,  2000;  Crawford,  1998;  Goodwm  &  Fitzgibbon,  2002;  Keel  et  al.,  2002; 
Wilfley  et  al.,  2001;  Wills,  1995).  Further,  none  of  these  studies  focuses  on  factors  that 
potentially  could  be  affected  by  outreach  and  prevention  programs  on  college  campuses. 
Therefore,  our  study  proposes  to  examine  differences  between  students  in  diverse  college 
subpopulations  who  seek  treatment  for  eating  disorders  and  those  who  do  not. 
Specifically,  this  study  is  aimed  at  determining  whether  decisions  to  seek  treatment  are 
related  to  the  following  variables;  levels  of  shame  and  guilt  as  defined  by  Tangney  and 
Bearing  (2002),  levels  of  self-silencing  (Jack,  1991),  knowledge  of  eating  disorder 
symptoms  and  health  hazards,  and  knowledge  of  canpus  resources. 

Participants 

Participants  in  this  study  were  179  students  from  undergraduate  courses  in 
counselor  education.  The  mean  age  of  the  sample  was  21.66  years,  with  a  range  from  18 
to  35.  Of  the  179  participants,  59  (33.15%)  were  male  and  1 19  (66.85%)  were  female. 
Regarding  year  in  school,  1  participant  was  a  first-year  student  (0.56%),  8  (4.49%)  were 
sophomores,  42  (23.60%)  were  juniors,  123  (69.10%)  were  seniors,  and  6  (2.25%)  were 
graduate  students.  The  ethnicity  of  the  samples  was  as  follows:  123  (68.72%)  Caucasian- 
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American,  27  (15.08%)  African- American,  3  (1.68%)  Asian- American,  16  (8.94%) 
Hispanic/Latino- American,  2  (1.12%)  Native- American,  2  (1.12%)  international  students, 
and  7  (3.35%)  mixed-ethnicity  or  other.  Lastly,  171  (96.07%)  of  participants  were 
heterosexual,  4  (2.25%)  were  bisexual,  and  3  (1.69)  were  homosexual. 

Procedures 

Data  was  collected  during  regular  class  meetings  in  undergraduate  counselor 
education  classes  by  either  the  Primary  Investigator  or  course  instructor.  The  purpose  of 
the  study  was  explained  briefly,  but  not  enough  information  was  given  to  contaminate 
results.  Anonymity  and  confidentiality  were  verbally  assured  and  implemented  by  not 
having  any  record  linking  names  to  test  codes.  Students  were  told  that  participation  was 
voluntary  and  that  they  could  withdraw  from  the  study  at  any  time.  Extra  credit  was  given 
for  participation  and  students'  names  were  collected  on  separate  sheets  of  paper  for  this 
purpose  only.  The  questionnaire  instructions  emphasized  the  importance  of  thoughtfully 
considering  responses  and  answering  questions  as  completely  and  honestly  as  possible. 

Questionnaire  packets  included  the  Silencing  the  Self  Scale  (STSS),  the  Test  Of 
Self-Conscious  AfFect-3  (TOSCA-3),  the  State  Shame  and  Guilt  Scale  (SGSS),  the 
Eating  Attitudes  Test-26  (EAT-26),  the  Questionnaire  for  Eating  Disorder  Diagnoses  (Q- 
EDD),  a  body  image  scale  and  treatment  history,  the  Knowledge  of  Eating  Disorders 
survey  (KEDS),  and  basic  demographic  questions.  Participants  were  thanked  and 
debriefed.  The  Primary  Investigator  was  available  to  answer  students'  questions  or 
concerns. 
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Instruments 

Silencing  the  Self  Scale  (STSS) 

The  STSS  was  designed  to  assess  the  "loss  of  self  which  can  occur  in  the  context 
of  an  intimate  relationship.  Jack  (1991)  developed  the  STSS  based  on  her  qualitative 
work  that  examined  the  feelings  and  experiences  of  12  depressed  women.  The  items  on 
the  scale  were  generated  from  the  women's  perceptions  of  their  own  problems  and 
feelings  within  relationships.  The  original  scale  had  41  items  that  were  reviewed  by  nine 
clinical  psychologists,  female  undergraduates,  and  female  undergraduates  who  were 
seeking  treatment  for  depression.  Ten  items  were  dropped  from  the  scale  because  they 
were  skewed  in  distribution  and  did  not  covary  with  the  other  items,  resulting  in  the  fmal 
31 -item  scale.  Each  item  is  rated  on  a  5-point  Likert-type  scale  ranging  from  "strongly 
disagree"  (1)  to  "strongly  agree"  (5). 

The  STSS  has  four  subscales:  Externalized  Self-Perception,  Silencing  the  Self,  the 
Divided  Self,  and  Care  as  Self-Sacrifice.  The  Extemalized  Self-Perception  subscale  is 
intended  to  measure  a  woman's  tendency  to  judge  herself  by  external  standards.  A 
sample  item  would  be,  "I  tend  to  judge  myself  by  how  I  think  other  people  see  me".  The 
care  as  self-sacrifice  subscale  purportedly  measures  the  extent  to  which  a  woman  puts 
others'  needs  first  while  often  ignoring  her  ovm  needs.  A  sample  item  from  this  subscale 
would  be,  "Caring  mean  putting  the  other  person's  needs  in  front  of  my  own".  The 
Silencing-the-Self  subscale  is  intended  to  measure  the  extent  to  which  a  woman 
suppresses  certain  feelings  and  actions  that  might  potentially  lead  to  conflict  within  a 
relationship.  A  representative  item  would  be,  "I  don't  speak  my  feelings  in  a  intimate 
relationship  when  I  know  they  will  cause  disagreement".  Finally,  the  Divided-Self 
subscale  is  designed  to  measure  the  extent  to  which  a  woman  outwardly  conforms  to 
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female  role  imperatives  while  inwardly  becoming  angry  and  hostile.  A  sample  item  from 
this  subscale  would  be  "Often  I  look  happy  enough  on  the  outside,  but  inwardly  I  feel 
angry  and  rebellious".  Scores  can  range  from  31  to  155.  Higher  scores  on  the  STSS 
reflect  the  degree  to  which  a  woman  feels  the  need  to  conform  to  societal  demands  of  the 
female  gender  role. 

Jack  and  Dill  (1992)  found  the  total  internal  consistency  of  the  STSS  to  range  from 
0.86  to  0.94,  and  the  test-retest  reliability  to  range  from  0.88  to  0.93  for  three  different 
samples.  They  also  found  that  the  STSS  significantly  correlated  with  scores  on  the  Beck 
Depression  Inventory  (BDI),  and  varied  in  the  expected  directions  across  social  contexts, 
establishing  construct  validity.  Thompson  (1995)  found  a  Cronbach's  alpha  of  0.91  for 
her  sample,  and  subscale-global  score  intercorrelations  to  range  from  0.74  to  0.86.  In 
Carr,  Gilroy,  and  Sherman's  (1996),  reliability  (alpha)  was  found  to  be  0.87. 

State  Shame  and  Guilt  Scale  (SGSS) 

The  State  Shame  and  Guilt  Scale  (SGSS;  Marschall,  Sanftner,  &  Tangney,  1994) 
was  designed  to  assess  state  levels  of  shame  and  guilt,  or  how  guilty  or  ashamed 
participants  feel  at  the  moment  of  test-taking.  Initially,  the  SGSS  was  developed  to  serve 
as  a  manipulation  check  for  an  experiment  on  shame  and  empathy  (Marschall,  1996). 
Participants  were  142  undergraduate  psychology  students  from  a  large  eastern  university. 
Following  an  induction  of  shame  or  a  control  condition,  participants  from  this  experiment 
were  asked  to  complete  the  SGSS.  Those  participants  who  were  in  the  induced  shame 
condition  reported  higher  levels  of  shame  than  controls  (/  =  -1.89, /K.05)  and  higher 
levels  of  guilt  than  controls  (/  =  -1 .69,/7<.05). 

The  SGSS  is  a  1 5-item  scale  with  each  item  containing  a  statement  that  reflects  a 
feelmg.  The  SGSS  has  three  subscales:  Shame,  Guilt,  and  Pride.  Each  item  is  rated  on  a 
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5-point  Likert-type  scale  with  anchors  from  "Not  feeling  this  way  at  all"  to  "Feeling  this 
way  very  strongly."  An  example  Guilt  item  from  the  SGSS  is  "I  feel  remorse,  regret."  An 
example  Shame  item  is  "I  want  to  sink  into  the  floor  and  disappear."  Finally,  a  sample 
Pride  item  from  the  SGSS  is  "I  feel  capable,  useful."  In  a  study  of  142  college  students, 
inter-item  reliability  for  the  Shame,  Guilt,  and  Pride  subscales  of  the  SGSS  were  found  to 
be  0.89,  0.82,  and  0.87  respectively. 
The  Test  of  Self-Conscious  Affect-3  (TOSCA-3) 

The  original  Test  of  Self-Conscious  Affect  (TOSCA;  Tangney,  Wagner,  & 
Gramzow,  1989)  was  modeled  after  the  Self-Conscious  Affect  and  Attribution  Inventory 
(SCAAI;  Tangney,  Burggraf,  &  Wagner,  1988)  and  was  designed  to  measure  shame- 
proneness,  guilt-proneness,  the  tendency  to  externalize  blame,  the  tendency  to  respond 
with  detachment/unconcern,  and  pride-proneness.  The  original  TOSCA  consisted  of  a 
series  of  brief  dilemma-ridden  scenarios  (10  negative,  5  positive)  to  which  participants 
had  to  choose  a  response  that  best  indicated  how  they  would  respond  in  the  situation.  The 
scenarios  were  drawn  from  a  sample  of  several  hundred  college  students'  qualitative 
written  experiences  of  shame,  guilt,  and  pride.  The  responses  to  the  scenarios  were  drawn 
from  a  much  larger  sample  of  college  students'  unstructured  responses  to  these  scenarios. 

The  TOSCA  was  then  revised  (TOSC A-2;  Tangney,  Ferguson,  Wagner,  Crowley, 
&  Gramzow,  1996)  to  contain  a  new  subscale  designed  to  measure  a  ruminative,  chronic 
guilt  -  the  Maladaptive  Guilt  Scale.  Two  new  scenaiios  were  added  and  one  old  sceruirio 
was  deleted  in  the  revised  TOSC  A-2.  However,  subsequent  analyses  of  the  new 
Maladaptive  Guilt  Scale  revealed  problems  with  discriminative  validity  between 
maladaptive  guilt  and  shame.  Therefore,  a  third  version  of  the  TOSCA,  the  rOSCA-3 
(Tangney,  Dearing,  Wagner,  &  Gramzow,  2000)  was  developed.  The  TOSCA-3 
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eliminated  the  Maladaptive  Guilt  Scale,  while  retaining  the  16  scenarios  of  the 
TOSCA-2. 

The  TOSCA-3  (Tangney  et  al.,  2000)  is  a  questionnaire  designed  to  measure 
individuals'  trait  levels  or  their  proneness  to  guilt,  shame,  extemalization,  detachment,  or 
pride.  The  TOSCA-3  is  comprised  of  16  items  that  describe  typical  dilemma-type 
scenarios  that  an  individual  might  encounter  in  his/her  daily  life  (1 1  negative,  5  positive). 
Respondents  are  instructed  to  rate  several  statements  about  each  scenario  based  on  how 
likely  they  would  be  to  feel  or  think  in  that  manner.  Each  item  is  rated  on  a  5-point 
Likert-type  scale  with  anchors  from  "not  likely"  to  "very  likely." 

The  authors  offer  the  option  of  using  a  short  form  of  the  TOSCA-3,  which 
eliminates  the  5  positive  scenarios  (and  thus  the  Pride  scales).  Tangney  and  associates 
(2000)  found  that  the  short  version  of  the  TOSCA-3  Shame  and  Guilt  scale  correlated 
0.94  and  0.93,  respectively,  with  their  full  length  versions.  A  sample  scenario  from  the 
TOSCA-1  is  "At  work,  you  wait  imtil  the  last  minute  to  plan  a  project  and  it  turns  out 
badly." 

The  authors  reported  that  the  Cronbach's  Alpha  for  the  Shame  scale  of  the 
TOSCA-3  ranged  from  0.76  to  0.88,  and  that  the  values  for  the  Guih  scale  ranged  from 
0.70  to  0.83.  In  a  study  by  Crowley  and  Ferguson  (1994),  coefficient  alphas  for  the  Guilt 
and  Shame  subscales  were  found  to  be  0.75  and  0.82,  respectively.  ITie  original  TOSCA 
was  found  to  have  a  0.85  test-retest  reliability  over  a  3  to  5  week  period  for  the  Shame 
subscale  and  a  0.74  test-retest  reliability  for  the  Guilt  scale  (Tangney,  Wagner,  Fletcher, 
&Gramzow,  1992). 
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Questionnaire  for  Eating  Disorders  Diagnosis  (Q-EDD) 

The  Q-EDD  (Mintz,  O'Halloran,  Mulholland,  &  Scneider,  1997)  was  developed  to 
diagnose  participants  who  meet  eating  disorder  criteria  from  the  DSM-IV  for  anorexia 
nervosa,  bulimia  nervosa.  Eating  Disorder  NOS,  and  non-eating-disordered.  The  Q-EDD 
was  based  on  an  earlier  DSM-III-based  questionnaire  called  the  Weight  Management 
Questionnaire  (WMQ;  Mintz  &  Betz,  1988),  which  itself  is  the  DSM-III-R  revision  of 
Ousley's  (1986)  DSM-III  questionnaire.  The  Q-EDD  was  created  to  incorporate  the 
substantial  revisions  to  eating  disorder  criteria  that  were  debuted  in  the  DSM-IV. 
Accordingly,  the  Q-EDD  included  identical  items  from  the  WMQ  for  those  items  for 
which  DSM-III-R  criteria  were  identical  to  DSM-IV  criteria.  For  the  items  for  which 
DSM-IV  and  DSM-II-R  criteria  differed,  the  WMQ  items  were  revised  or  new  items 
were  added.  Seven  eating  disorder  experts  reviewed  the  Q-EDD  proposed  items  and 
made  suggestions  for  fiirther  revisiorL  The  revised  items  were  piloted  on  1 0  graduate  and 
undergraduate  students  who  made  suggestions  for  items  clarity  and  readability.  The  items 
were  refined  to  incorporate  these  suggestions. 

The  Q-EDD  is  comprised  of  1 3  questions  regarding  eating/weight  behaviors  and 
beliefs  and  eight  demographic/specific  weight  questions.  The  items  are  rated  in  a  variety 
of  ways  depending  on  the  question  format.  Some  questions  require  respondents  to  admit 
to  or  deny  engaging  in  a  certain  behavior  whereas  other  questions  require  participants  to 
indicate  the  frequency  or  duration  of  behaviors.  Sample  questions  from  the  Q-EDD 
include:  "Do  you  experience  recurrent  episodes  of  binge  eating,  meaning  eatmg  in  a 
discrete  period  of  time  (e.g.,  within  any  2-hour  period)  an  amount  of  food  that  is 
definitely  larger  than  most  people  would  eat  during  a  similar  period  of  time?'  and  "My 
exercise  sometimes  significantly  interferes  with  important  activities." 
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The  Q-EDD  is  scored  in  a  decision-tree  type  fashion  based  on  the  respondent's 
BMI  (calculated  from  their  weight  and  height),  and  the  number  and  frequency  of  the 
eating-disordered  behaviors/beliefs  that  she/he  endorsed  on  the  questionnaire.  Scores  on 
the  Q-EDD  can  result  in  a  diagnosis  of  anorexia  nervosa  or  buUniia  nervosa,  four 
categories  of  eating  disorders  not  otherwise  specified  (EDNOS):  menstruating  anorexia 
nervosa,  sub-threshold  bulimia,  non-binging  bulimia,  and  binge-eating  disorder,  and  two 
categories  of  non-eating-disordered  individuals:  asymptomatic  and  those  with  some 
eating  disorder  symptoms  but  that  do  not  meet  criteria  for  anorexia,  bulimia,  or  EDNOS. 

A  study  of  136  college  women  (Mintz  et  al.,  1997)  found  that  students  who  were 
classified  as  bulimics  by  the  Q-EDD  had  significantly  different  scores  on  the  revised 
Bulimia  Test  (BULIT-R;  Thelen,  Farmer,  Wonderiich,  &  Smith,  1991)  than  did 
participants  who  were  non-bulimics  according  to  the  Q-EDD  (^(133)  =  6.67,  p  <  .0001). 
In  addition,  students  who  were  classified  as  anorexics  by  the  Q-EDD  had  significantly 
different  scores  on  the  EAT-40  (Cramer  &  Garfinkel,  1 979)  than  did  non-anorexics 
(/(1 04)  =  3.65,  p  <.00]).  Further,  the  EAT-40  scores  of  eating-disordered  participants  (M 
=  42.96),  non-eating  disordered  participants  with  some  eating  disorder  symptoms  (A/= 
21.76),  and  non-eating  disordered  participants  without  eating  disorder  symptoms  (A/  = 
10.42)  were  significantly  different  (F(2,  134)  =  99.65,  p<  .0001). 

With  respect  to  criterion  validity,  the  Q-EDD  was  98?^^  accurate  compared  to 
clinical  structured  interviews  at  determining  eating  disorder  versus  non-eating  disordered 
status  (kappa  =  0.94;  false-negative  =  0.03,  felse-positive  =0.02,  sensitivity  =  0.97; 
specificity  =  0.98;  positive  predictive  power  =  0.94;  negative  predictive  power  =  0.99).  In 
addition,  when  comparing  the  Q-EDD  with  the  BULIT-R  at  correctly  diagnosing  bulimia. 
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the  accuracy  rate  of  the  Q-EDD  was  78%  compared  to  54%  for  the  BULIT-R  {kappa  = 
0.76,  0.61  respectively;  false-negative    0.22,  0.22;  false-positive  =  0.02,  0.05;  sensitivity 

0.78,  0.78;  specificity  =  0.98,  0.95;  positive  predictive  power  =  0.78, 0.54;  negative 
predictive  power  =  0.98,  0.98).  Reliability  of  the  Q-EDD  over  a  1  to  3  month  period  was 
found  to  be  a  kappa  value  of  0.64  for  the  eating  disordered  and  non-eating  disordered 
groups  (19  changes  between  categories)  and  0.54  for  the  eating-disordered,  symptomatic 
non-eating  disordered,  and  asymptomatic  non-eating  disordered  groups  (14  changes 
between  the  asymptomatic  and  symptomatic  groups,  1 3  changes  between  the 
symptomatic  and  eating  disordered  groups,  and  6  changes  between  the  asymptomatic  and 
eating-disordered  groups). 

In  a  second  study  of  167  college  women  (Mintz  et  al.,  1997),  the  BULIT-R  scores 
of  participants  who  were  classified  as  bulimic  on  the  Q-EDD  were  found  to  significantly 
differed  from  BULIT-R  scores  of  participants  who  were  not  classified  as  bulimic  by  the 
Q-EDD  (F(2,  158)  =  24.13, /)<  .0001).  Further,  the  EAT-40  scores  of  those  classified  as 
asymptomatic  (M  =  1 1.71)  by  the  Q-EDD  significantly  differed  from  the  EAT-40  scores 
of  those  who  were  classified  as  symptomatic  {M=  21.49)  and  eating-disordered  (A/= 
24.44)  by  the  Q-EDD.  Test-retest  reliability  over  a  two-week  period  resulted  in  a  kappa 
value  of  0.94  for  the  eating-disordered  and  non-eating  disordered  groups  (1  change 
between  eating-disordered  and  non-eating  disordered),  and  0.85  for  the  eating-disordered, 
symptomatic,  and  asymptomatic  groups  (1  cliange  between  symptomatic  and  eating- 
disordered,  8  changes  between  asymptomatic  and  symptomatic). 

In  a  third  study  of  37  eating-disordered  clients  of  community  therapists  (Mintz  et 
al.,  1997),  29  clients  were  diagnosed  as  eating-disordered  by  both  the  Q-EDD  and 
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clinicians  (78%)  and  8  clients  were  diagnosed  by  the  Q-EDD  as  non-eating  disordered  (6 
symptomatic,  2  asymptomatic)  but  by  the  clinician  as  eating-disordered  (false  positive 
22%).  The  Q-EDD  successfully  differentiated  between  anorexia  and  bulimia  100%  of  the 
time  {kappa  ^  1.00). 

The  Eating  Attitudes  Test-26  (EAT-26) 

The  EAT-40  (Gamer  &  Garfinkel,  1979)  is  a  40-item  scale  that  was  originally 
designed  to  diagnose  anorexia  nervosa.  However,  since  its  inception,  the  EAT-40  more 
generally  has  been  used  to  measure  disordered  attitudes  and  beliefs  regarding  eating, 
weight,  and  food  (Agras,  Schneider,  Arnow,  &  Raeburn,  1989;  Button  &  Whitehouse, 
1981;  Chandarana,  Hehnes,  &  Bensen,  1988;  Koslowsky  et  al.,  1992;  Meadows,  Pabner, 
Newball,  &  Kenrick,  1986;  Thompson  &  Schwartz,  1982;  ZeUner,  Hamer,  &  Adler, 
1989).  Gamer  and  associates  (1982)  reported  three  factors  of  the  EAT-40:  Dieting,  Food 
Preoccupation,  and  Oral  Control.  A  shortened  form  of  the  EAT-40,  the  EAT-26  (Gamer, 
Olsted,  Bohr,  &  Garfinkel,  1982),  was  developed  after  a  factor  analysis  of  the  original 
40-item  EAT  uncovered  14  items  that  felled  to  load  on  any  of  the  three  factors.  The  EAT- 
26  was  found  to  correlate  highly  with  the  EAT-40  (r  =  0.98;  Gamer  et  al.,  1982).  The 
Dieting  factor  was  found  to  have  the  strongest  correlation  with  overall  EAT-26  scores  (r 
=  0.93),  vnth  Food  Preoccupation  (0.64)  and  Oral  Control  (r    0.60)  having  weaker 
positive  correlations  with  overall  scores.  Sample  questions  from  the  EAT-26  include: 
"Am  terrified  about  being  overweight"  and  "Think  about  buming  up  calories  when  I 
exercise." 

The  1 60  anorexics  in  the  original  sample  were  found  to  have  a  mean  EAT-26  score 
of  36.1  {SD  =  17.0),  and  the  140  controls  were  found  to  have  a  mean  score  of  9.9  (SD  = 
9,2).  According  to  the  authors,  a  score  of  20  on  the  EAT-26  distinguishes  normal  eating 
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and  subthreshold  eating  disturbances  from  clinical  eating  disorders.  In  a  study  by 
Koslowsky  et  al.,  1992,  the  EAT-26  was  found  to  have  a  Cronbach's  coefficient  alpha  of 
0.83.  Berland,  Thompson,  &  Linton  (1986)  found  the  EAT-26  to  significantly  correlate 
with  all  8  subscales  of  the  Eating  Disorder  Inventory  (Gamer,  Olmsted,  &  Polivy,  1983) 
with  the  highest  correlation  being  0.77  and  the  lowest  correlation  being  0.26. 

The  Knowledge  of  Eating  Disorders  Scale  (KEDS) 

The  KEDS  was  developed  by  Bowden  (2005)  to  measure  a  person's  knowledge  of 
eating  disorders  symptoms  and  health  hazards,  as  well  as  to  measure  key  beliefs 
regarding  treatment  for  eating  disorders.  The  purpose  of  the  KEDS  is  to  determine  a 
person's  level  of  knowledge  about  eating  disorders'  facts  that  may  be  specifically  related 
to  her/his  motivation  to  seek  treatment.  The  KEDS  consists  of  20  questions,  17  of  which 
are  multiple  choice  questions  pertaining  to  respondents'  knowledge  of  eating  disorders 
symptoms  and  medical  complications  and  three  of  which  are  multiple  choice  questions 
pertaining  to  the  respondents'  attitudes  about  eating  disorders  treatment.  Sample 
questions  from  the  KEDS  include:  "Which  of  the  following  is  a  medical  complication 
normally  associated  with  anorexia  nervosa?'  and  "Which  of  the  following  is  usually  a 
symptom  of  bulimia  nervosa?' 

The  items  on  the  KEDS  were  dravm  from  exams  and  lectures  that  were 
administered  m  the  author's  Psychology  of  Eating  Disorders  course  (PCO  4930)  during 
the  Spring  2003  semester.  No  psychometric  data  is  currently  available  on  the  KEDS. 

Analyses 

Hypothesis  Tests 

Hypothesis  la,  which  states  that  participants  who  score  higher  on  the  shame 
subscales  of  the  Test  of  Self-Conscious  Affect  (TOSCA)  and  the  State  Shame  and  Guilt 
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Scale  (SGSS)  will  have  less  treatment-seeking  behavior  than  those  with  lower  shame, 
will  be  tested  using  a  multivariate  analysis  of  variance  (MANOVA).  In  the  MANOVA, 
treatment-seeking  behavior  (yes,  no)  will  serve  as  the  independent  variable  and  TOSCA 
and  SGSS  Shame  subscale  scores  will  serve  as  the  dependent  variables. 

Hypothesis  lb,  which  states  that  participants  who  score  higher  on  the  Guilt 
subscales  of  the  TOSCA  and  the  State  Shame  and  Guilt  Scale  will  have  more  treatment- 
seeking  behavior  than  those  with  lower  guilt  scores,  will  also  be  tested  using  an  Analysis 
of  Variance  (ANOVA)  test.  In  this  ANOVA,  treatment-seeking  behavior  (yes,  no)  will 
serve  as  the  independent  variable  and  TOSCA  and  SGSS  Guilt  subscale  scores  will  serve 
as  the  dependent  variables.  Two  Pearson  Product  Moment  correlations  will  also  be 
conducted  to  determine  whether  or  not  treatment-seeking  attitudes  are  correlated  with 
Guilt  scores  on  the  TOSCA  and  SGSS. 

Hypothesis  2,  which  states  that  participants  with  high  self-silencing  scores  will 
have  less  treatment-seeking  behavior  than  individuals  with  low  self-silencing  scores,  will 
be  tested  using  an  independent  /-test.  In  this  independent  /-test,  treatment-seeking 
behavior  (yes,  no)  will  serve  as  the  independent  variable  and  STSS  scores  will  serve  as 
the  dependent  variable.  A  Pearson  Product  Moment  correlation  will  also  be  conducted  to 
determine  whether  or  not  self-silencing  scores  are  correlated  with  treatment-seeking 
attitudes. 

Hypothesis  3a,  which  states  that  knowledge  of  campus  resources  will  be  positively 
associated  with  treatment-seeking  behavior,  will  be  also  be  tested  by  an  independent  t- 
test.  In  this  independent  /-test,  individuals'  treatment-seeking  behavior  (yes,  no)  wall 
serve  as  the  independent  variable  and  the  number  of  actual  campus  resources  listed  by  the 
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student  wUl  serve  as  the  dependent  vaiiable.  A  Pearson  Product  Moment  correlation  will 
also  be  conducted  to  determine  whether  or  not  knowledge  of  campus  resources  is 
correlated  with  treatment-seeking  attitudes. 

Hypothesis  3b,  which  states  that  knowledge  of  eating-disorder  symptoms  and 
health  hazards  will  have  a  positive  relationship  to  treatment-seeking  behavior,  will  be 
tested  with  an  independent  /-test  as  well.  In  this  independent  /-test,  individuals' 
treatment-seeking  behavior  (yes,  no)  will  serve  as  the  independent  variable  and  their 
scores  on  a  survey  of  eating  disorders  knowledge  will  serve  as  the  dependent  variable.  A 
Pearson  Product  Mon^nt  correlation  will  also  be  conducted  to  determine  whether  or  not 
knowledge  of  eating  disorder  symptoms  and  health  hazards  is  correlated  with  treatment- 
seeking  attitudes. 

Analyses  of  Additional  Research  Questions 

Research  Question  1,  which  states  that  approximately  9%  of  participants  will  meet 

clinical  criteria  for  eating  disorders  (Q-EDD  clinical  diagnoses  and  EAT-26  scores),  will 
be  tested  by  conducting  a  pair  of  %  tests.  In  these  pair  of  x  tests,  the  observed  value  will 
be  the  number  of  participants  who  meet  criteria  on  the  Q-EDD  (for  the  first  x^)  and  the 
number  of  participants  who  exceed  the  critical  cut  off  on  the  EAT-26  (for  the  second  %  ). 
For  both  tests,  the  expected  value  will  be  9%  of  the  sample.  Two  statistically  non- 
significant  x  s  will  constitute  support  for  the  hypothesis. 

Research  Question  2,  which  states  that  students  who  are  sorority/fraternity 
members,  athletes,  and/or  living  on  same-sex  floors  in  residence  halls  will  have  higher 
EAT-26  and  Q-EDD  clinical  diagnoses  than  students  not  meeting  those  criteria,  will  be 
tested  using  a  pair  of  two-way  ^  tests.  In  these  pair  of  x^  tests,  the  observed  value  will  be 
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the  number  of  athletes,  sorority/fraternity  members,  and  students  living  on  same-sex 
dorm  floors  who  meet  criteria  on  the  Q-EDD  (for  the  first  y^)  and  the  number  of  these 
group  members  who  exceed  the  critical  cut  off  on  the  EAT-26  (for  the  second  x^)-  For 
both  tests,  the  number  of  member  and  non-member  participants  who  meet  Q-EDD  or 
EAT-26  criteria  will  be  compared  to  see  if  they  significantly  differ  from  expected  values. 
Two  statistically  non-significant  x^s  will  constitute  support  for  the  hypothesis. 

Research  Question  3,  which  states  that  those  with  eating  disorders  will  score  higher 
than  those  without  an  eating  disorder  on  the  Shame  subscales  of  the  TOSCA  and  SGSS, 
will  be  tested  using  an  ANCOVA.  In  this  ANCOVA,  a  Q-EDD  diagnosis  (anorexia, 
bulimia)  will  serve  as  the  independent  variable,  scores  on  the  Shame  subscales  of  the 
TOSCA  and  SGSS  will  serve  as  the  covariates,  and  treatment-seeking  will  serve  as  the 
dependent  variables. 

Baron  and  Kenny's  (1986)  approach  to  establishing  mediation  will  be  employed  to 
test  this  prediction.  There  are  four  steps,  the  first  of  which  is  to  demonstrate  that  the 
independent  and  dependent  variable  have  a  statistically  significant  relationship. 
Therefore,  Q-EDD  must  be  significantly  associated  with  treatment  seeking.  If  they  are 
not  significantly  associated,  there  is  no  effect  to  mediate.  The  second  step  is  to  show  that 
the  independent  variable,  in  this  case  Q-EDD  category,  is  associated  with  the  ostensible 
mediators,  in  this  case  the  Shame  subscales  of  the  TOSCA  and  SGSS.  This  step,  in  effect, 
evaluates  the  link  between  IV  and  ostensible  mediator.  If  there  is  no  such  significant  link, 
there  is  no  mediator.  The  third  step  is  to  demonstrate  that  the  mediators,  in  this  case  the 
Shame  subscales  of  the  TOSCA  and  SGSS,  significantly  predict  the  dependent  variable. 
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in  this  case  treatment  seeking.  This  link  establishes  that  the  mediators  are  linked,  not  just 
to  the  independent  variable,  but  also  to  the  dependent  variable. 

The  fourth  and  final  step  is  to  control  statistically  for  the  mediators  in  the 
relationship.  This  step  is  necessary  because  the  correlation  between  independent  variable 
and  mediator,  and  between  mediator  and  dependent  variable  could  occur  because  of 
spuriousness,  rather  than  because  of  a  mediating  relationship.  If  there  is  a  mediating 
relationship,  statistically  controlling  for  the  effect  of  the  ostensible  mediators,  in  this  case 
the  Shame  subscales  of  the  TOSCA  and  SGSS,  should  result  in  a  decrement  in  the 
magiritude  of  the  relationship  between  independent  and  dependent  variables.  If  the 
ostensible  mediators  fully  mediate  the  relationship  between  independent  and  dependent 
variables,  statistically  controlling  for  them  should  drop  the  previously  significant 
statistical  relationship  to  non-significance.  The  Baron-Kenny  (1986)  model,  it  must  be 
cautioned,  does  not  fliUy  and  finally  establish  mediation,  because  other,  albeit  more 
complex  and  often  implausible,  models  may  actually  account  better  for  the  observed 
effects. 


CHAPTER  4 
RESULTS 

Demographic  and  Order  of  Presentation  Effects 

There  were  no  effects  found  on  primary  dependent  variables  as  a  function  of 
questionnaire  order,  course  from  which  participants  were  drawn,  or  sexual  orientation  of 
participants.  That  is,  participants  did  not  differ  in  levels  of  shame  or  guilt,  eating- 
disordered  attitudes  and  behaviors,  diagnoses,  knowledge  of  eating  disorder 
symptoms/health  hazards  or  campus  resources,  or  self-silencing  levels  as  a  result  of  these 
variables. 

A  main  effect  for  participant  sex  was  found  for  scores  on  the  SGSS  Shame 
subscale,  the  SGSS  Guilt  subscale,  the  TOSCA  Guilt  subscale,  the  TOSCA  Shame 
subscale,  the  EAT-26,  and  the  KEDS.  Specifically,  participants'  scores  differed 
significantly  on  the  Shame  subscale  of  the  SGSS,  F  (1,  164)  =  9.35,  p<0.003.  Women 
evidenced  significantly  higher  levels  of  shame  on  the  SGSS  (M=  7.97,  SD  =  3.51)  than 
did  men  (M=  6.37,  SD  =  2.08).  Participants'  scores  on  the  Guilt  subscale  of  the  SGSS 
also  significantly  differed  by  sex  (F  (1,  164)  =  5.87,  p<  0.02).  Women  evidenced 
significantly  higher  levels  of  guilt  on  the  SGSS  (M=  9.28,  SD  -  4.91)  than  did  men  (M  = 
7.43,  SZ)  =  3.68). 

A  series  of  post-hoc  simultaneous  regressions  were  conducted  witii  treatment- 
seeking  attitude  as  the  dependent  variable  and  SGSS  Shame  by  sex,  SGSS  Guilt  by  sex, 
TOSCA  Shame  by  sex,  and  TOSCA  Guilt  by  sex  as  the  independent  variables.  A 
post-hoc  simultaneous  regression  with  SGSS  Shame  by  sex  as  the  independent  variable 
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and  treatment-seeking  attitudes  as  the  dependent  variable  foiled  to  find  a  sex  by  SGSS 
Shame  score  mteraction  effect  on  treatment-seeking  attitudes  (F(l,  176)  =  0.01,/?<0.92). 
This  finding  suggests  that  the  relationship  between  state  shame  and  treatment  seeking 
does  not  significantly  differ  for  men  and  women.  A  post-hoc  simultaneous  regression 
with  SGSS  Guilt  by  sex  as  the  independent  variable  and  treatment-seeking  attitudes  as 
the  dependent  variable  failed  to  fmd  a  sex  by  SGSS  Guilt  score  interaction  effect  on 
treatment-seeking  attitudes  {F{\,  176)  =  0.07, /K0.78).  This  finding  suggests  that  the 
relationship  between  state  guilt  and  treatment  seeking  does  not  significantly  differ  for 
men  and  women. 

A  significant  effect  of  participant  sex  was  found  for  TOSCA  Guilt  scores  (F  (1, 
164)  =  31.46,  ^<  0.0001).  Women  evidenced  significantly  higher  levels  of  Guilt  on  the 
TOSCA  (M=  46.77,  SD  =  5.07)  than  did  men  (M=  41.81,      -  6.04).  Participants'  sex 
also  significantly  affected  TOSCA  shame  scores  (F(l,  163)  =  26. 1 6, p<  0.0001).  Women 
evidenced  significantly  higher  levels  of  shame  on  the  TOSCA  (M  =  32.50,  SD  =  6.91) 
than  did  men  (M  =  26.68,  SD  =  6.93). 

A  post-hoc  simultaneous  regression  with  TOSCA  Guilt  scores  by  participant  sex  as 
the  independent  variable  and  treatment-seeking  attitudes  as  the  dependent  variable  foiled 
to  find  a  sex  by  TOSCA  Guilt  score  interaction  effect  on  treatment-seeking  attitudes  (F(l, 
176)  =  3.65,/7<0.06).  This  finding  suggests  that  the  relationship  between  trait  guilt  and 
treatment-seeking  does  not  significantly  differ  for  men  and  women. 

However,  TOSCA  Guilt  scores  alone  were  significantly  related  to  treatment- 
seeking  attitudes  when  the  overlapping  variance  with  other  variables  was  statistically 
controlled  (F(l,176)  =  1 7.82,  p<0. 0001).  A  post-hoc  simultaneous  regression  with 
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TOSCA  Shame  by  participant  sex  as  the  independent  variable  and  treatment-seeking 
attitudes  as  the  dependent  variable  failed  to  find  a  sex  by  SGSS  Shame  score  interaction 
effect  on  treatment-seeking  attitudes         176)  =  0.00,/><0.96).  This  finding  suggests 
that  the  relationship  between  trait  shame  and  treatment  seeking  does  not  significantly 
differ  for  men  and  women. 

A  main  effect  of  participant  sex  was  also  found  for  EAT-26  scores  (F(l,  164)  = 
1 1.88,/7<  0.001).  Women  evidenced  significantly  higher  EAT-26  scores  (A/=  13.63,  SD 
=  1 1.58)  than  did  men  (M=  7.72,  SD  =  6.99).  Participant  sex  also  significantly  affected 
scores  on  the  KEDS  (F  (1,  164)  =  8.77,  p<  0.004.  Women  evidenced  significantly  higher 
scores  on  the  KEDS  (M=  16.59,  SD  =  2.63)  than  did  men  (M=  15.30,  SD  =  2.98). 

A  main  effect  was  also  found  for  participant  race  on  the  Guilt  subscale  of  the 
TOSCA,  fevorable  treatment  attitudes,  and  KEDS  scores.  TOSCA  Guilt  scores  differed 

significantly  as  a  function  of  race  (F(l,  164)  =  9.92,  p<  0.002).  Caucasian- Americans 

I 

evidenced  significantly  higher  levels  of  guilt  on  the  TOSCA  (M=  46.07,  SD  =  5.15)  than 
did  those  of  other  ethnicities  (M=  41.81,  SD  =  6.04).  Participant  race  also  was  associated 
with  significant  differences  in  favorable  treatment  attitudes        164)  =  S.5l,p<  0.004). 
Caucasian- Americans  evidenced  significantly  more  favorable  treatment  attitudes  {M= 
12.42,  SD  =  2.22)  than  did  non-Caucasian  participants  (M-  11. 26,  SD  =  2.52).  Lastly, 
participant  race  resulted  in  significant  differences  in  scores  on  the  KEDS  (F(l,  164)  = 
8.48, /7<  0.004).  Caucasian- Americans  evidenced  significantly  higher  scores  on  the 
KEDS  (M=  16.  59,  SD  =  2.67)  than  did  participants  of  other  ethnicities  (M=  15.28,  SD  = 
2.92). 
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A  main  effect  of  order  for  KEDS  scores  was  found  (/^l,  164)  =  2.1 1,  p<  0.05). 
However,  po5/-/joc  Tukey  (HSD)  tests  failed  to  find  any  significant  difference  between 
any  of  the  seven  questionnaire  orders. 

Several  post-hoc  follow-up  tests  were  conducted  to  determine  whether  or  not 
participant  sex  interacted  with  Q-EDD  diagnosis.  A  series  of  simultaneous  regressions 
was  conducted  with  Q-EDD  diagnosis  by  participant  sex  as  the  independent  variable  and 
TOSCA  Shame,  TOSCA  Guilt,  SGSS  Shame,  and  SGSS  Guilt  as  the  dependent 
variables.  Although  TOSCA  Shame  scores  were  found  to  significantly  differ  by 
participant  sex  when  other  variables  were  statistically  controlled  (i^l,176)  =  5.24, 
/7<0.02),  there  was  no  effect  found  for  the  interaction  of  participant  sex  and  Q-EDD 
diagnosis  on  TOSCA  Shame  scores  (F(l,176)  =  0.22, _p<0.64).  This  finding  suggests  that 
the  relationship  between  trait  shame  and  Q-EDD  diagnosis  does  not  significantly  differ 
for  men  and  womeiL 

TOSCA  Guilt  scores  were  also  found  to  differ  significantly  by  participant  sex  when 
other  variables  were  statistically  controlled  (F(l,176)  =  6.67,/7<0.01);  however,  there 
was  no  significant  interaction  of  participant  sex  and  Q-EDD  diagnosis  on  TOSCA  Guilt 
scores  (i^l,176)  =  1.64i;7<0.20).  This  finding  suggests  that  the  relationship  between  trait 
guilt  and  Q-EDD  diagnosis  does  not  differ  significantly  for  men  and  women. 

The  post-hoc  simultaneous  regressions  revealed  that  SGSS  Shame  scores 
significantly  differed  by  participant  sex  when  other  variables  were  statistically  controlled 
(fT(l,176)  =  6.48,/7<0.1),  but  failed  to  find  an  effect  of  the  interaction  between  Q-EDD 
diagnosis  and  participant  sex  on  SGSS  Shame  (F(l,176)  =  !.99,;7<0.16).  No  main  effect 
for  participant  sex  on  SGSS  Guilt  scores  was  found  when  other  variables  were 
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statistically  controlled  (F(l,176)  =  3.03,/?<0.08).  This  finding  suggests  that  state  guilt 
does  not  significantly  differ  between  men  and  women.  In  addition,  the  Q-EDD  by 
participant  sex  interaction  on  SGSS  Guilt  scores  was  not  significantly  different  (i^l,176) 
=  0.76,  /K0.38).  This  finding  suggests  that  the  relationship  between  state  guilt  and  Q- 
EDD  diagnosis  does  not  significantly  differ  for  men  and  women. 

A  series  of  post-hoc  simultaneous  regressions  was  conducted  with  participant  sex 
by  EAT-26  diagnosis  as  the  independent  variable  and  TOSCA  Shame,  TOSCA  Guilt, 
SGSS  Shame,  and  SGSS  Guih  as  the  dependent  variables.  In  a  simultaneous  regression 
with  participants  scoring  above  or  below  the  EAT-26  clinical  cut-off  (20)  and  participant 
sex  as  the  independent  variables  and  TOSCA  Shame,  TOSCA  Guilt,  SGSS  Shame,  and 
SGSS  Guilt  as  the  dependent  variables,  a  participant  sex  by  EAT-26  interaction  was 
found  for  SGSS  Shame  scores  (F(l,  176)  =  5.93,  p<0.02).  This  finding  suggests  that  the 
relationship  between  EAT-26  diagnosis  and  state  shame  differs  significantly  for  men  and 
women. 

Women  scoring  above  the  EAT-26  clinical  cut-off  scored  significantly  higher  on 
the  SSGS  Shame  subscale  (M=  10.57,  SD  =  4.52)  than  did  men  scoring  above  the  EAT- 
26  clinical  cut-off  (M  =  6.00,  SD  =  1 .41).  However,  because  of  the  small  number  of  men 
who  scored  in  the  clinical  eating  disorder  range  of  the  EAT-26  (N-  4),  this  finding 
should  be  interpreted  with  extreme  caution. 

No  interaction  between  participant  sex  and  EAT-26  cut-off  scores  was  found  for 
TOSCA  Shame  (F(l,176)  =  1 .25, p<0.27),  TOSCA  Guilt  (fl(l,176)  -  0.35,i7<0.55),  or 
SGSS  Guilt  scores  (fl(l,176)  =  1.84,jf7<0.18).  These  findmgs  suggest  tliat  the  relationship 
between  EAT-26  diagnosis  and  trait  shame  and  guilt  and  state  guilt  does  not  significantly 
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differ  for  men  and  women.  Again,  because  of  the  small  number  of  men  who  scored  in  the 
clinical  eating  disorder  range  of  the  EAT-26  {N  =  4),  these  findings  should  be  interpreted 
with  extreme  caution. 

Hypothesis  Tests 

Hypothesis  la  predicted  that  participants  who  had  higher  scores  on  the  Shame 
subscales  of  the  Test  of  Self-Conscious  Affect  (TOSCA)  and  the  State  Shame  and  Guilt 
Scale  (SGSS)  would  be  less  likely  to  have  sought  treatment  (both  currently  and  in  the 
past)  for  an  eating  disorder  and  have  less  favorable  treatment  attitudes.  Unfortunately, 
only  2  participants  (1.1%)  of  the  178  participants  with  complete  data  for  this  analysis  had 
sought  past  or  current  treatment;  therefore,  a  comparison  of  TOSCA  and  SGSS  Shame 
scores  by  treatment  history  could  not  be  conducted.  This  hypothesis  was  partially  tested 
using  a  Pearson  Product  Moment  correlation,  correlating  treatment  attitudes  with  the  two 
shame  measures.  Hypothesis  lb  was  partially  supported.  Scores  on  the  Shame  subscale  of 
the  SGSS  were  significantly  and  inversely  related  to  scores  on  treatment- seeking  attitudes 
(r  =  -0.27,  p<  0.0003).  However,  scores  on  the  Shame  subscale  of  the  TOSCA  were  not 
significantly  related  to  favorable  treatment  attitudes  (r  =  -0.07,  p<  0.33). 

Hypothesis  lb  predicted  that  participants  who  liad  higher  scores  on  the  Guilt 
subscales  of  the  TOSCA  and  the  SGSS  would  be  less  likely  to  have  sought  treatment 
(both  currently  and  in  the  past)  for  an  eating  disorder  and  have  less  favorable  treatment 
attitudes.  Unfortunately,  only  2  participants  (1.1%)  of  the  178  participants  with  complete 
data  for  this  analysis  had  sought  past  or  current  treatment;  therefore,  a  comparison  of 
TOSCA  and  SGSS  Guilt  scores  by  treatment  history  could  not  be  conducted. 

Hypothesis  lb  was  partially  tested  using  a  Pearson  Product  Moment  correlation, 
correlating  treatment  attitudes  with  the  two  guilt  measures.  This  hypothesis  was  partially 
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supported.  Scores  on  the  TOSCA  Guilt  subscale  were  significantly  related  to  favorable 
treatment  attitudes  (r  =  0.34,p<0.0001).  SGSS  Guilt  scores  were  not  significantly  related 
to  favorable  treatment  attitudes  (r  =  -0.14,/7<0.07). 

Hypothesis  2  predicted  that  participants  who  scored  higher  on  the  Silencing  the 
Self  Scale  (STSS)  would  be  less  likely  to  have  sought  treatment  (both  currently  and  in  the 
past)  for  an  eating  disorder  and  have  less  favorable  treatment  attitudes.  Again,  because 
only  2  participants  (1 .1%)  of  the  178  paiticipants  with  complete  data  for  this  analysis  had 
sought  past  or  current  treatment,  a  comparison  of  STSS  scores  by  treatment  history  could 
not  be  conducted. 

Hypothesis  2  was  partially  tested  using  a  Pearson  Product  Moment  correlation, 
correlating  treatment  attitudes  with  the  self-silencing  measure.  This  hypothesis  was 
partially  supported.  Self-silencing  scores  were  found  to  be  significantly  and  inversely 
related  to  fevorable  treatment  attitudes  (r  =  -0.\S,p>  0.02).  That  is,  participants  who  had 
higher  levels  of  self-silencing  had  less  favorable  treatment  attitudes. 

Hypothesis  3a  predicted  that  participants  with  greater  knowledge  of  eating-disorder 
symptoms  and  health  hazards  would  be  more  likely  to  be  currently  seeking  treatment  or 
have  sought  treatment  in  the  past,  and  have  more  favorable  treatment  attitudes.  Again, 
because  only  2  (1.1%)  of  the  178  participants  with  complete  data  for  this  analysis  had 
sought  past  or  current  treatment,  a  comparison  of  KEDS  scores  by  treatment  history 
could  not  be  conducted. 

Hypothesis  3a  was  partially  tested  using  a  Pearson  Product  Moment  correlation, 
correlating  treatment  attitudes  with  KEDS  scores.  This  hypothesis  was  partially 
supported.  Knowledge  of  eating-disorder  symptoms  and  health  hazards  was  foimd  to  be 
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related  to  more  favorable  treatment  attitudes  (r  =  0.24, /?<  0.001).  That  is,  participants 
who  had  more  knowledge  of  eating  disorder  symptoms  and  health  hazards  were  more 
likely  to  have  favorable  attitudes  toward  treatment. 

Hypothesis  3b  predicted  that  participants  who  have  greater  knowledge  of  campus 
treatment  resources  for  eating  disorders  would  be  more  likely  to  be  cuirently  seeking 
treatment  or  to  have  sought  treatment  in  the  past,  and  to  have  more  fevorable  treatment 
attitudes.  Again,  because  only  2  (1 .1%)  of  the  1 78  participants  with  complete  data  for  this 
analysis  had  sought  past  or  current  treatment,  a  comparison  of  knowledge  of  campus 
resources  by  treatment  history  could  not  be  conducted. 

Hypothesis  3b  was  partially  tested  using  a  Pearson  Product  Moment  correlation, 
correlating  treatment  attitudes  with  knowledge  of  campus  resource  scores.  This 
hypothesis  was  not  supported;  knowledge  of  campus  resources  for  eating-disorder 
treatment  was  not  significantly  related  to  fevorable  treatment  attitudes  (r  =  0.01,p<  0.94). 
That  is,  participants  who  could  cite  more  eating-disorders  campus  resources  were  not 
more  hkely  to  have  favorable  attitudes  toward  treatment. 

Analysis  of  Additional  Research  Questions 
Research  Question  1  tested  whether  9%  of  participants  would  meet  clinical  criteria 
for  an  eating  disorder  according  to  their  scores  on  the  Questionnaire  for  Eating  Disorder 
Diagnosis  (Q-EDD)  and  the  Eating  Attitudes  Test-26  (EAT-26).  This  hypothesis  was 
tested  using  two  one-way  Chi- square  analyses. 

Research  Question  1  was  not  supported.  Of  the  179  participants,  149  did  not  meet 
Q-EDD  criteria  for  an  eating  disorder  (83.24%).  One  participant  met  criteria  for  anorexia 
nervosa  (0.56%),  6  (3.35%)  met  criteria  for  bulimia  nervosa,  5  (2.79%)  met  criteria  for 
binge-eating  disorder,  and  18  (10.1%)  met  criteria  for  eating  disorder  NOS  for  a  total  of 
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16.76%  of  the  study  sample  being  diagnosable  witli  a  clinical  eating  disorder.  The 
percentage  of  those  with  an  eating  disorder  was  found  to  be  significantly  greater  than  the 
9%  expected  frequency  {X^  =\2.5\,p<  0.0004).  Regarding  EAT-26  scores,  32 
participants  (17.9%)  scored  above  the  clinical  cut-ofif  of  20.  The  percentage  of  those 
scoring  above  20  on  the  EAT-26  was  found  to  be  significantly  greater  than  the  expected 
9%  frequency      =  1 6.49,  p<  0.0001 ). 

Research  Question  2  tested  whether  students  who  participate  in  intercollegiate 
athletics,  those  who  are  members  of  either  a  sorority  or  fraternity,  and/or  those  who  live 
on  same-sex  dorm  floors  would  be  more  likely  to  have  an  eating  disorder  according  to 
scores  on  the  Questionnaire  for  Eating  Disorder  Diagnosis  (Q-EDD)  and  the  Eating 
Attitudes  Test-26  (EAT-26).  Because  only  5  participants  were  members  of 
sororities/fraternities,  their  data  were  combined  with  the  data  from  those  who  indicated 
that  they  were  intercollegiate  athletes. 

Research  Question  2  was  partially  tested  using  two  two-way  Chi-Square  analyses. 
Of  the  179  participants,  56  (31.3%)  were  student  athletes  or  members  of  a  sorority  or 
fraternity  (no  students  lived  on  a  same-sex  dorm  floor)  and  123  (68.7%)  were  not.  Of  the 
123  non-members  of  athletics  or  sororities/fraternities,  25  (20%)  were  found  to  have  an 
eating  disorder,  whereas  5  (9%)  of  the  56  athletes/Greek  members  met  Q-EDD  criteria 
for  an  eating  disorder. 

Comparisons  of  the  incidence  of  eating  disorders  in  the  two  groups  failed  to  reach 
significance  {X^  -  3.58,  p<  0.06).  In  other  words,  athletes  and  sorority/fraternity  members 
were  not  more  Ukely  to  have  a  chnical  eating  disorder,  accoiding  to  the  Q-EDD,  than 
students  who  were  not  members  of  these  two  groups.  Indeed,  the  opposite  trend  was 
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found  (non-athletes  having  a  higher  incidence  of  eating  disorders),  though  this  trend  fell 
just  short  of  significance. 

Regarding  EAT-26  scores,  10  (17.9%)  of  the  56  athletes  and  sorority/fraternity 
members  scored  above  the  clinical  cut-off  of  20  on  the  EAT-26,  as  did  22  (17.9%)  of  the 
123  non-members.  Comparisons  of  the  incidence  of  eating  disorders  in  the  two  groups 
failed  to  reach  significance  {X^  -  2.21, /?<  1.0).  In  other  words,  athletes  and 
sorority/fraternity  members  were  not  more  likely  to  have  a  clinical  eating  disorder, 
according  to  EAT-26  scores,  than  students  who  were  not  members  of  these  two  groups. 

Research  Question  3  tested  whether  participants  who  meet  criteria  for  an  eatii^ 
disorder  (by  their  scores  on  the  Q-EDD  and  the  EAT-26)  would  score  higher  than  those 
without  eating  disorders  on  the  Shame  and  Guilt  subscales  of  the  TOSCA  and  SGSS. 
This  hypothesis  was  tested  using  two  Pearson  Product  Moment  correlations  and  an 
ANOVA. 

Research  Question  3  was  partially  supported.  EAT-26  scores  were  found  to  be 
related  significantly  to  SGSS  Shame  scores  {r  =  0.37, /?<  0.0001),  SGSS  Guilt  scores  (r  = 
0.28, /K  0.0002),  TOSCA  Shame  scores  (r  =  0.45,/K  0.0001),  and  TOSCA  Guilt  scores 
(/•  =  0.25,     0.001).  Participants  were  also  found  to  differ  significantly  in  TOSCA 
Shame  scores,  according  to  their  Q-EDD  diagnosis  (F  (1,  1 77)  =  3.62,/)  <  0.03). 
YiowewQv,  post-hoc  Tukey  (HSD)  tests  failed  to  detect  differences  between  non-eating- 
disordered  participants  (M=  29.83,  SD  =  7.13),  anorexics  and  bulimics  {M=  33.37,  SD  = 
7.14),  and  those  with  eating  disorder  NOS  {M=  33.72,  SD  =  7.63). 

Participants  were  also  found  to  differ  significantly  in  SGSS  Shame  scores, 
according  to  their  Q-EDD  diagnosis  (F(l,  178)  =  3.64, p  <  0.03).  post-hoc 
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Tukey  (HSD)  tests  foiled  to  detect  differences  between  non-eating-disordered 
participants  (M=  7.27,  SD  =  3.17),  anorexics  and  bulimics  (A/=  9.00,  SD  =  4.51),  and 
those  with  eating  disorder  NOS  (M=  9.1 1,  SD  =  3.77).  Participants  were  found  to 
significantly  differ  in  SGSS  Guilt  scores,  according  to  their  Q-EDD  diagnosis  (F(l,  178) 
=  4.18,/7  <  0.02).  Post-hoc  Tukey  (HSD)  revealed  that  participants  with  eating  disorder 
NOS  had  significantly  higher  SGSS  Guilt  scores  (Jl/=  1 1.22,  SD  =  5.99)  than  did  non- 
eating-disordered  participants  (A/  =  8.23,  SD  =  4.22). 
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Table  4-1 .  Minimum  and  Maximum  Values,  Means,  and  Standard  Deviations  of  the 
Primary  Dependent  Variables  {N  =  1 79)    ^  


Variable 

Minimum 

Maximimi 

Mean 

SD 

SGSHAME 

5.0 

21.0 

7.57 

3.38 

SGGUILT 

5.0 

25.0 

8.64 

4.52 

TSHAME 

13.0 

48.0 

30.48 

7.28 

TGUILT 

25.0 

55.0 

45.03 

5.89 

EAT26 

0.0 

51.0 

11.50 

10.38 

TSA 

4.0 

15.0 

11.99 

2.43 

KOCR 

4.0 

24.0 

6.97 

3.5 
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Table  4-3.  Questionnaire  for  Eating  Disorders  Diagnoses  Results 


Diagnosis 

Percentage 

None 

149 

83.24 

Anorexia  Nervosa 

1 

0.56 

Bulimia  Nervosa 

6 

3.35 

Binge  eating  Disorder 

5 

2.79 

Eating  Disorder  NOS 

18 

10.06 

NOS  =  Not  Otherwise  Specified 


CHAPTER  5 
DISCUSSION 

Hypothesis  la,  which  postulated  that  higher  Shame  scores  would  be  associated 
with  less  likelihood  of  seeking  current  and  past  treatment,  and  less  favorable  treatment 
attitudes,  was  partially  supported.  Because  of  the  small  number  of  participants  who  were 
currently  seeking  treatment  for  an  eating  disorder,  or  who  had  sought  treatment  in  the 
past,  part  of  Hypothesis  la  could  not  be  tested.  However,  higher  Shame  scores  on  the 
State  Shame  and  Guilt  Scale  (SGSS)  were  related  to  less  favorable  treatment  attitudes. 

This  fmding  confirms  Tangney  and  Dearing's  (2002)  theory  that  the  construct  of 
shame  is  related  to  a  tendency  for  an  individual  to  withdraw  and  hide.  Those  who  are 
filled  with  shame  and  withdrawAiide  fi-om  themselves  and  the  world  would  be  unlikely  to 
enter  into  treatment  voluntarily.  Mental  health  treatment  usually  requires  interaction  with 
another  person,  introspection,  and  divulging  sources  of  vulnerability,  which  would  be 
unappealing  to  a  shame-filled  person. 

However,  because  our  research  is  correlational,  it  is  uncertain  whether  individuals 
with  less  favorable  treatment  attitudes  are  more  likely  to  have  higher  shame  levels  or 
whether  those  with  higher  shame  levels  tend  to  have  less  favorable  treatment  attitudes.  It 
is  possible  that  those  with  less  favorable  treatment  attitudes  avoid  mental  health  treatment 
and  are  generally  less  disclosive  about  personal  issues  to  others.  According  to  Tangney 
and  Dearing  (2002),  shame  is  often  related  to  hiding  certain  issues  or  deeds  from  others 
and  socially  withdrawing.  Thus,  over  time,  not  sharing  personal  difficulties  with  others 
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may  heighten  a  sense  of  shame/secrecy  about  these  difficulties  for  those  less 
favorable  treatment  attitudes. 

Hypothesis  lb,  which  postulated  that  higher  Guilt  scores  would  be  associated  with 
less  likelihood  of  seeking  current  and  past  treatment  and  less  favorable  treatment 
attitudes,  was  partially  supported.  Because  of  the  small  number  of  participants  who  were 
currently  seeking  treatment  for  an  eating  disorder,  or  who  had  sought  treatment  in  the 
past,  part  of  Hypothesis  lb  could  not  be  tested.  Nonetheless,  higher  Guih  scores  on  the 
Test  of  Self-Conscious  Aflfect-3  (TOSCA-3)  were  found  to  be  related  to  more  favorable 
treatment  attitudes. 

This  finding  supports  Tangney  and  Dearing's  (2002)  theor}'  which  posits  that  guilt 
should  be  related  to  a  tendency  to  take  responsibility,  to  confess,  and  to  make  reparations. 
Because  guilt-prone  individuals  have  the  tendency  to  focus  on  the  behavior  committed 
following  a  moral  transgression  (external)  rather  than  their  inherent  character  as  a  person 
(internal),  they  may  have  a  greater  belief  that  change  is  possible.  Guilt-prone  individuals 
also  feel  compelled  to  attempt  to  "undo"  morally  questionable  behavior  and  to  improve 
themselves,  which  would  make  them  more  likely  to  favorable  view  mental  health 
treatment  that  is  aimed  at  facilitating  growthful  change. 

Again,  because  our  research  is  correlational,  it  is  not  knov>Ti  whether  being  guilt- 
prone  leads  to  more  fevorable  treatment  attitudes,  or  whether  having  more  fevorable 
treatment  attitudes  leads  to  being  more  guilt-prone  It  is  possible  that  having  more 
favorable  treatn^nt  attitudes  may  lead  individuals  to  believe  that  one  should  seek 
counseling  or  consult  a  professional  when  experiencing  difficulties.  This  sense  of 
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obligation  to  seek  available  mental  health  services  during  periods  of  distress  may 
heighten  individuals'  sense  of  guilt  until  they  actually  "confess"  to  someone. 

Curiously,  analyses  failed  to  fmd  a  relationship  between  SGSS  Guilt  scores  and 
favorable  treatment  attitudes.  The  TOSCA  measures  trait  aspects  of  guilt  (inherent 
personality,  stable  over  time),  whereas  the  SGSS  measure  state  aspects  of  guilt 
(situational,  transitory).  State  guilt  tends  to  be  more  impacted  by  the  environment, 
situational  factors,  and  persuasion  by  others. 

One  reason  why  state  guilt  was  not  related  to  favorable  treatment  attitudes  may  be 
that  more  transitory  experiences  of  guih  may  not  affect  more  stable  values  and  beliefs, 
such  as  views  about  mental  health  counseling.  It  may  also  be  that  those  with  higher  state 
guilt  scores  are  more  disclosive  with  trusted  others  in  their  lives,  but  are  no  more  likely  to 
consider  seeking  professional  mental  health  services  from  strangers.  Unfortunately, 
seeking  mental  health  services  still  apparently  retains  a  stigma  in  North  American 
society. 

Also,  in  many  cultures,  mental  health  counseling  is  a  foreign  concept,  and  therefore 
personal  or  familial  problems  are  not  discussed  outside  the  family  (Sue  &  Sue,  1990).  In 
fact,  data  from  our  study  revealed  that  non-Caucasian  participants  had  significantly  less 
favorable  treatment  attitudes  than  did  Caucasian- Americans. 

Another  explanation  of  the  results  is  that  a  third  variable  may  affect  both  treatment 
attitudes  and  guilt  levels.  A  study  by  Goodwin  and  Fitzgibbon  (2002)  showed  that  social 
anxiety  was  related  to  a  decreased  likelihood  of  seeking  treatment.  It  may  be  that  social 
anxiety  is  a  factor  inhibiting  those  who  experience  state  guilt  from  considering  treatment. 
Social  anxiety  may  also  play  a  role  in  why  those  with  higher  SGSS  Shame  scores  liad  less 
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favorable  treatment  attitudes.  A  future  study  could  explore  the  role  of  social  anxiety  in 
shame,  guilt,  and  treatment-seeking  attitudes. 

Hypothesis  2,  which  postulated  that  self-silencing  would  be  related  to  less  current 
or  past  treatment  seeking  and  less  favorable  treatment  attitudes,  was  partially  supported. 
Because  of  the  small  number  of  participants  who  were  currently  seeking  treatment  for  an 
eating  disorder  or  had  sought  treatment  in  the  past,  part  of  Hypothesis  2  could  not  be 
tested.  Higher  self-silencers  were  found  to  have  less  favorable  treatment  attitudes.  Due  to 
the  correlational  nature  of  our  research,  it  is  unclear  whether  higher  levels  of  self- 
silencing  result  in  less  fevorable  attitudes  toward  counseling  or  whether  more  negative 
views  about  counseling  leads  to  increased  self- silencing. 

Regardless,  a  relationship  between  treatment  attitudes  and  self-silencing  makes 
sense  according  to  Jack's  (1991)  self-silencing  theory.  According  to  Jack,  those  who 
self-silence  often  suppress  their  own  needs  and  wants,  avoid  conflict,  please  others  at  the 
expense  of  their  own  needs,  and  conceptualize  caring  as  self-sacrificing.  Therefore,  it 
may  be  that  those  who  engage  in  self-silencing  do  not  believe  that  their  own  distress  is 
important  enough  to  seek  mental  health  treatment.  Conversely,  self-silencing  individuals 
who  are  experiencing  distress  and  are  pessimistic  about  treatment  may  be  unable  to 
constructively  cope  with  the  distress  on  their  own  and  be  reinforced  in  their  beliefs  that 
their  needs  are  unimportant. 

In  addition,  self-silencers  may  believe  that  focusing  on  the  self,  as  is  inherent  in 
therapy,  is  selfish,  and  that  in  order  to  avoid  selfishness,  they  need  to  overcome 
difficulties  on  their  own,  without  bothering  or  burdening  others.  Self-silencers  also  tend 
to  believe  that  in  order  to  express  caring  and  love  for  significant  others,  the  self-silencers 
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need  to  sacrifice  their  own  needs,  wants,  and  well-being  (Jack,  1991).  Thus,  higher  self- 
silencers  may  believe  that  if  they  really  care  for  others,  then  their  difficulties  must  be 
accepted  as  part  of  that  caring. 

Individuals  who  are  negative  toward  treatment  may  suppress  their  experience  of 
distress  to  avoid  creating  conflict/negativity  in  their  relationships  (self-silencing)  and 
possibly  damaging  them.  It  may  also  be  that  self-silencers  and  those  with  negative 
treatment  attitudes  depend  on  significant  others  in  their  lives  to  meet  social  support 
needs,  and  thus  do  not  consider  mental  heahh  professionals  as  options  for  support. 

Hypothesis  3a,  which  postulated  that  knowledge  of  eating  disorder  symptoms  and 
health  hazards  would  be  related  to  treatment-seeking  behavior  and  attitudes,  was  partially 
supported.  Because  of  the  small  number  of  participants  who  were  currently  seeking 
treatment  for  an  eating  disorder  or  had  sought  treatment  in  the  past,  part  of  Hypothesis  3a 
could  not  be  tested.  However,  those  with  greater  eating  disorder  knowledge  were  found 
to  have  more  fevorable  treatment  attitudes. 

As  mentioned  in  the  introduction,  many  current  college  campus  outreach  efforts 
focus  on  educating  students  about  eating  disorder  symptoms,  related  health  hazards,  and 
where  to  seek  treatment  (Austin,  2000,  Killen  et  aL,  1993;  Moreno  &  Thelen,  1993; 
Paxton,  1993).  However,  when  outreach  programs  have  been  empirically  scrutinized, 
many  &il  to  result  in  actual  changes  in  eating  beliefs,  attitudes,  and  behaviors  (Striegel- 
Moore  &  Steiner- Adair,  1 998).  In  feet,  some  researchers  Mve  criticized  attempts  to 
increase  students'  knowledge  about  eating  disorders  as  ineffectual  (Huon,  1994;  Killen  et 
al.,  1993;  O'Dea  &  Abraham,  2000;  Pearson,  Goldklang,  &  Striegel-Moore,  2002; 
Smolak,  Levine,  &  Shermer,  1998). 
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Despite  these  criticisms,  results  from  oui"  study  indicate  a  relatioaship  between 
greater  knowledge  of  eating  disorder  symptoms  and  health  hazards  and  the  tendency  to 
have  more  fevorable  attitudes  toward  seeking  mental  health  counseling.  Again,  it  is 
unclear  whether  greater  eating  disorders  knowledge  leads  to  more  favorable  treatment 
attitudes  or  having  more  favorable  attitudes  toward  treatment  results  in  greater 
attentiveness  to  mental-health-related  infoimation.  It  may  be  that  individuals  who  have 
more  fevorable  attitudes  toward  counseling  are  simply  more  interested  in  mental  health 
issues  and  would  be  more  likely  to  attend  to  and  remember  psychological  information. 

The  finding  of  a  relationship  between  greater  knowledge  and  favorable  treatment 
attitudes  is  supported  by  the  Stages  of  Change  model  of  treatment  readiness  (Prochaska, 
DiClemente,  &  Norcross,  1992).  According  to  the  Stages  of  Change  model,  those  in  the 
first  3  stages  are  pre-treatment  and  need  additional  thought,  persuasion,  and  education  to 
move  into  a  higher  stage  of  treatment-readiness.  Those  who  are  in  "Pre-contemplation" 
do  not  feel  that  they  have  a  problem  and  are  not  currently  considering  change.  Those  in 
"Contemplation"  are  beginning  to  entertain  the  idea  that  they  may  have  a  problem,  are 
ambivalent  about  change,  and  are  not  planning  to  implement  a  change  within  the  next 
month.  Those  in  "Preparation"  realize  that  there  is  a  problem,  are  intending  to  change, 
and  are  planning  on  unplementing  a  change  within  the  next  month. 

Prochaska  and  associates  (1992)  posited  that  increased  awareness,  education,  and 
considering  pros  and  cons  of  the  behavior  are  integral  in  the  first  two  stages  to  move 
toward  treatment.  The  results  of  our  study  may  reflect  the  relationship  between  change 
readiness  and  the  importance  of  being  able  to  identify  the  signs  and  symptoms  of  an 
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eating  disorder  in  oneself  and  others,  accurate  understanding  of  the  health  risks  (cons)  of 
eating  disorders,  and  increasing  awareness  of  eating  disorder  issues. 

Hypothesis  3b,  which  postulated  that  knowledge  of  campus  resources  for 
eating-disorder  treatment  would  be  related  to  treatment-seeking  behavior  and  attitudes, 
was  not  supported.  Because  of  the  small  number  of  participants  who  were  currently 
seeking  treatment  for  an  eating  disorder  or  had  sought  treatment  in  the  past,  part  of 
Hypothesis  3b  could  not  be  tested.  Those  with  greater  knowledge  of  treatment 
opportunities  on  campus  did  not  have  more  favorable  treatment  attitudes  than  those  who 
cited  fewer  campus  resources. 

Because  no  significant  relationship  was  found  between  these  two  variables,  in  this 
case,  it  can  be  inferred  that  knowledge  of  campus  resources  does  not  lead  to  more 
favorable  treatment  attitudes.  It  may  be  that  knowing  where  to  get  help  is  not  as 
important  as  being  able  to  acknowledging  that  one  has  a  problem,  identifying  that  one 
needs  help,  and  making  a  commitment  to  get  that  help.  This  explanation  is  consistent 
with  Prochaska  and  associates'  (1992)  theory  of  change  in  that  evaluating  current 
behavior,  self-exploration,  evaluating  the  pros  and  cons  of  the  behavior,  and  identifying 
constructive  akemative  behaviors  are  more  effective  in  preparing  individuals  for  change 
than  is  information  about  treatment  locations  and  resources. 

Research  Questions 

Research  Question  1 ,  which  tested  whether  9%  of  the  study  sample  would  meet 
criteria  for  an  eating  disorder,  was  not  supported  Perhaps  even  more  clinically 
interesting,  16.76%  of  the  sample  did  meet  criteria  for  anorexia  nervosa,  bulimia  nervosa, 
binge-eating  disorder,  or  eating  disorder  NOS.  When  examining  the  proposed  hypothesis; 
however,  if  only  the  frequency  of  anorexia  and  bulimia  in  the  study  sample  is  considered 
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(0.56%  anorexia,  3.35%  bulimia),  the  percentages  are  very  similar  to  the  estimates 
established  by  the  DSM-IV  (American  Psychiatric  Association,  1994)  for  anorexia 
nervosa  (0.5%)  and  bulimia  nervosa  (4%). 

Nonetheless,  the  DSM-IV  does  not  give  estimates  of  eating  disorder  NOS  or 
binge-eating  disorder,  which  are  also  clinically  relevant  eating  disorders  that  can  cause 
significant  distress  and  necessitate  treatment.  Our  results  raise  the  possibility  that  eating 
disorder  NOS  and  binge-eating  disorder  may  be  far  more  prevalent  among  college 
students  than  the  combined  incidence  of  anorexia  and  bulimia,  the  two  more  popularly 
known  eating  disorders  (12.85%  for  NOS  and  BED  vs.  3.91%  for  anorexia  and  bulimia). 
This  finding  is  not  surprising  given  that  fewer  and  less  severe  eating-disorder  behaviors 
are  necessary  to  meet  criteria  for  EDNOS  and  BED. 

In  addition,  the  low  incidence  of  eating-disordered  individuals  who  seek  treatment 
(Hoek,  1991;  Striegel-  Moore,  Leslie,  Petrill,  Garvin,  Rosenheck,  2000)  makes  it  likely 
that  the  estimate  of  eating  disorders  in  the  general  population  is  a  significant 
underestimate  of  the  true  incidence  of  eating  disorders.  Also  supporting  the 
underestimate  notion  is  the  unfortunately  high  percentage  of  women  (75%)  who 
experience  dissatisfaction  with  some  part  of  their  bodies  (Moore,  1993),  which  puts  them 
at  high  risk  for  negative  body  image  and  disturbed  eating  attitudes  and  behaviors. 

Research  Question  2,  which  assessed  whether  athletes,  members  of 
sororities/fraternities,  and  residents  of  same-sex  dorm  floors,  would  be  at  greater  risk  for 
eating  disorders,  was  not  supported.  Intercollegiate  athletes  and  members  of 
sororities/fraternities  did  not  have  a  higher  incidence  of  anorexia,  bulimia,  or  eating 
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disorder  NOS  according  to  scores  on  the  Q-EDD  and  the  EAT-26  than  did  non-eating- 
disordered  students. 

It  may  be  that  only  athletes  in  certain  sports  are  more  at  risk  for  eating  disorders 
and  an  additional  question  as  to  type  of  sport  needs  to  be  included  in  future  research. 
Interestingly,  though  the  results  fell  just  short  of  significance,  the  trend  in  our  study  was 
for  non-athletes  to  have  a  higher  incidence  of  eating  disorders.  In  fact,  some  sources 
argue  that  participation  in  athletics  is  associated  with  increased  self-esteem  (Harrison  & 
Narayan,  2003;  Williams  &  Cash,  2001),  which,  in  sports  not  focused  on 
appearance/aesthetics,  could  insulate  the  athletes  from  poor  body  image.  Because  only 
five  participants  in  our  sanple  were  members  of  sororities/  fraternities,  it  is  difficult  to 
interpret  separate  risks  for  the  two  groups  within  the  athlete-Greek  pooled  data.  It  may  be 
that  members  of  sororities/fraternities  are  m  fact  at  higher  risk  for  eating  disorders,  but 
not  enough  participants  in  this  study  were  members  to  detect  this  possibly  increased  risk. 

Research  Question  3,  which  tested  whether  meeting  clinical  criteria  for  an  eating 
disorder  would  be  associated  with  shame  and  guilt,  was  partially  supported.  Participants 
who  scored  above  the  clinical  cut-off  of  20  on  the  EAT-26  evidenced  higher  levels  of 
Guilt  and  Shame  on  the  TOSCA  and  SGSS  than  did  those  who  did  not  score  above 
clinical  threshold.  Also,  participants  who  met  criteria  for  eating  disorder  NOS  on  the  Q- 
EDD  were  found  to  have  higher  levels  of  Guilt  on  the  SGSS  than  did  non-eating- 
disordered  participants.  These  findings  are  not  surprising  given  that  feelings  of  shame 
and  guilt  are  included  in  many  descriptions  of  eating  disorder  clinical  symptoms 
(American  Psychiatric  Association,  1994;  Costin,  1997;  Kinoy,  Holman,  &  Lemberg, 
1999;  Smolak,  Levine,  &  Striegel-Moore,  1996;  Tannenliaus,  1992). 
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Those  with  eating  disorders  often  feel  an  acute  sense  of  shame  about  their  bodies, 
seeing  themselves  as  unattractive,  overweight,  and  disgusting  to  others.  Eating-disordered 
individuals,  particularly  those  who  binge  and/or  purge,  often  feel  a  sense  of  guilt  about 
their  eating-disordered  behaviors.  It  may  be  that  eating-disordered  individuals  who  binge 
or  purge  have  a  sense  of  their  behaviors  as  violating  social  norms  and  often  seek  to  either 
hide  the  behaviors  and  withdraw  (similar  to  shame)  or  condensate  for  the  behavior  in 
some  way,  such  as  purging  in  bulimia  (similar  to  guilt). 

The  amount  of  shame  and  guik  that  eating-di.sordered  individuals  experience  and 
whether  or  not  they  take  a  behavioral  measure  to  "make  reparations"  may  depend  on 
environmental  stimuli  that  elicit  the  shame  or  guiU  (state),  or  their  inherent  tendency  to 
evaluate  the  moral  failings  of  their  behaviors  and  beHefs  (trait).  This  is  consistent  with 
Tangney  and  Dearing's  constructs  of  shame  and  guilt. 

Interestingly,  unlike  favorable  treatment  attitudes,  both  state  and  trait  levels  of  guilt 
were  found  to  be  associated  with  more  eating-disordered  beliefs  and  attitudes,  according 
to  the  EAT-26.  This  finding  may  indicate  that  both  personality  tendencies  toward  shame- 
and  guilt-proneness  as  well  as  more  environmental  influences  on  shame  and  guilt  are 
related  to  eating  disorder  symptomatology.  However,  because  our  research  is 
correlational,  it  is  unclear  whether  those  with  higher  levels  of  state  and  trait  shame  and 
guilt  are  more  likely  to  develop  an  eating  disorder  or  whether  those  with  eating  disorders 
simply  have  higher  levels  of  shame  and  guilt.  Anorexia  generally  develops  at  an  average 
age  of  1 7,  whereas  bulimia  develops  around  age  20  (American  Psychiatric  Association, 
1994).  Therefore,  as  trait  characteristics  generally  describe  more  enduring,  life-long 
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characteristics,  it  is  likely,  though  not  certain,  that  trait  levels  of  shame  and  guilt  precede 
the  development  of  eatmg  disorder  symptoms. 

Research  on  eating  disorders  supports  the  multiple  mfluences  of  the  environment, 
family,  culture,  media  and  societal  norms,  genetics,  and  personality  on  the  development 
of  eating  disorders  (American  Psychiatric  Association,  1994;  Gordon,  1990;  Jackson, 
1992;  Krahn,  1993;  Logue,  1991;  Lucas  et.  al,  1988,  1991;  Maine,  2000;  Tannenhaus, 
1992;  Weil-Connected,  1999).  The  association  of  both  state  and  trait  levels  of  shame  and 
guilt  on  eating-disordered  beliefs  and  attitudes  may  help  to  explain  why  some  individuals 
develop  eating  disorders  and  some  do  not  when  exposed  to  similar  enviroimients. 

It  is  not  entirely  clear  why  individuals  who  met  clinical  criteria  for  anorexia 
nervosa,  bulimia  nervosa,  or  binge-eating  disorder  on  the  Q-EDD  foiled  to  differ  from 
those  without  eating  disorders  on  TOSCA  or  SGSS  Guik  scores.  One  reason  may  be  that 
though  the  authors  of  the  Q-EDD  list  bmge-eating  disorder  as  a  separate  diagnosis,  the 
DSM-IV  criteria  would  classify  those  with  bmge-eating  disorder  as  eating  disorder  NOS. 
Therefore,  separating  those  with  binge-eating  disorder  and  eating  disorder  NOS  may  be  a 
misleading  distinction. 

In  addition,  as  the  EAT-26  is  a  broader  instrument  than  the  Q-EDD  and  captures  a 
wider  array  of  eating-disordered  beliefs  and  attitudes  as  well  as  negative  body  image,  it 
may  be  more  effective  in  capturing  the  relationship  between  shame  and  guilt  levels  and 
eating  disorders  than  the  Q-EDD.  Finally,  only  one  participant  met  Q-EDD  clinical 
criteria  for  anorexia  nervosa.  There  may  simply  not  be  enough  data  for  anorexics  and 
bulimics  in  this  sample  to  meaningfully  compare  theii'  scores  with  other  gioups  and  reach 
conclusive  interpretations  of  the  data. 
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Limitations  and  Suggestions  for  Future  Research 

The  main  limitation  of  our  study  was  the  small  number  of  participants  who  met 
clinical  criteria  for  anorexia  nervosa  and  bulimia  nervosa  and  who  had  sought  treatment 
for  an  eating  disorder.  In  any  valid  statistical  analysis,  it  is  important  to  have  a  large 
enough  sample  for  stable  means  and  for  sufficient  statistical  power.  The  fact  that  there 
was  only  one  participant  who  met  criteria  for  anorexia,  six  who  met  criteria  for  bulimia 
and  two  who  had  sought  eating  disorder  treatment  in  our  study  precluded  several 
hypothesis  tests,  which  impeded  their  fiiU  evaluation. 

Given  that  about  10%  of  Americans  have  eating  disorders  (American  Psychiatric 
Association,  1994;  Tarmenhaus,  1992;  Weil-Connected,  1999),  it  would  be  difficult, 
practically,  to  generate  a  large  enough  pool  of  individuals  with  eating  disorders  to  allow 
for  adequate  statistical  power  in  non-inpatient  eating-disorder  samples.  Further,  an  even 
smaller  percentage  of  those  with  eating  disorders  actually  seek  treatment  for  their  illness 
(Cachelin,  Viesel,  &  Striegel-Moore,  2001;  Striegel-Moore  et.  al,  2000,  Striegel-Moore 
el.  al,  2003;  Striegel-Moore,  Petrill,  Garvin,  &  Rosenheck,  2000),  agam  presenting 
difficulties  with  generating  a  large  enough  sample  size  to  compare  sample  groups  with 
regard  to  treatment  liistory. 

A  future  study  could  repUcate  our  study  using  an  eating  disorders  inpatient 
population.  Not  only  would  this  provide  adequate  data  for  those  currently  seeking 
treatment  for  an  eating  disorder,  but  it  would  also  provide  important  data  on  those  with 
more  severe  eating  disorder  symptomatology.  Additionally,  using  an  inpatient  population 
would  provide  data  from  a  non-university  environment. 

Another  important  limitation  is  that  this  is  a  correlational  study.  The  causal 
direction  of  the  statistically  significant  may  only  be  inferred  and  even  then  only  weakly 
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so.  For  example,  these  data  do  not  clearly  indicate  whether  shame  and  guilt  cause  less 
favorable  treatment  attitudes,  whether  less  favorable  treatment  attitudes  cause  shame  and 
guilt  or  whether  the  association  between  shame  and  guilt  and  treatment  attitudes  is 
mediated  by  an  as-yet-undetermined  factor,  such  as  depression  or  social  anxiety.  Future 
research  should  explore  the  causal  relationships  of  the  statistically  significant  associations 
discovered  in  this  investigation.  Such  investigations  could  occur  either  experimentally  or 
statistically,  through  the  use  of  causal  models.  Also,  a  future  study  could  examine 
whether  or  not  social  anxiety  significantly  contributes  to  the  relationship  between 
treatment-seekmg  attitudes  and  shame,  guilt,  and  self-silencing. 

Another  limitation  is  that  the  use  of  a  convenience  sample  resulted  in  a 
homogeneous  group  of  participants.  In  our  study,  the  majority  of  participants  were  White 
(68.72%),  female  (66.85%),  and  young  (mean  age  of  21.66  years).  The  consequence  of 
employing  this  readily  accessible  subject  pool  is  that  the  external  generalizability  of  the 
results  may  be  limited.  Perhaps  these  results  will  generalize  broadly,  but  it  also  may  be 
that  the  results  of  the  study  only  generalize  to  young,  White,  female  college  students 
attending  large  imiversities. 

Given  the  homogeneity  of  the  sample,  future  studies  should  examine  shame,  guilt, 
the  incidence  of  eating  disorders,  self-silencing,  knowledge  of  eating  disorders  and 
treatment  resources,  and  treatment-seeking  behavior  in  more  ethnically  diverse,  non- 
heterosexual,  and  older  populations.  Recent  research  has  found  similar  levels  of  eating 
disorders  in  ethnically  diverse  populations  as  in  Caucasian- Americans  (Crago,  Shisslak, 
&  Estes,  1996;  Robinson  et  al.,  1996;  Schoen  et  al.,  1997;  Wildes,  Emery,  &  Simons, 
2001).  Those  of  ethnically  diverse  populations  have  also  been  shown  to  be  diagnosed  less 
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frequently  with  eating  disorders,  even  when  they  have  identical  symptoms  to  those  of 
Caucasian- Americans  (Joiner,  Perez,  &  Joiner,  Jr.,  2002),  less  likely  to  receive  referrals 
for  treatment  (Becker,  Franko,  Speck,  &  Herzog,  2003),  and  less  likely  to  seek  treatment 
(Wilfley  et  al.,  2001).  In  addition,  the  incidence  of  eating  disorders  in  homosexual  men 
is  estimated  to  be  about  20%,  well  above  the  estimate  for  the  general  population 
(Andersen,  1999).  Thus,  it  would  be  important  to  study  treatment-seeking  in  ethnically 
diverse  and  homosexual  populations. 

According  to  Prochaska  and  associates'  (1992)  Stages  of  Change  model,  an 
individual's  Stage  of  Change  is  related  to  his  or  her  readiness  to  seek  treatment.  A  future 
study  could  utilize  the  stages  of  change  model  to  examine  treatment-seeking  behavior  and 
attitudes  in  those  with  eating  disorders.  It  would  also  be  fascinating  to  determine  whether 
an  individual's  Stage  of  Change  is  related  to  her/his  shame  and  guih  levels,  and  tendency 
to  self-silence. 

Strengths 

One  of  the  strengths  of  our  study  is  that  it  employs  two  different  measures  of  eating 
disorders.  Many  studies  refer  simply  to  eating-disordered  attitudes  and  behaviors  without 
attempting  to  determine  whether  or  not  participants  meet  DSM-IV  criteria  for  eating 
disorders.  Also,  by  employing  both  a  broader  instrument  (EAT-26)  that  measures  more 
general  eating-disordered  attitudes,  beliefs,  and  behaviors,  as  well  as  a  more  clinical 
eating  disorder  measure  (Q-EDD),  valuable  data  about  the  spectrum  of  di.sordered  eating 
in  an  at-risk  population  (college  students)  were  gained. 

Another  strength  of  our  study  is  that  even  though  the  age,  etlinicity,  and 
environment  of  the  sample  population  was  restricted,  eating  disorders  typically  develop 
between  the  ages  of  1 7-20,  are  more  prevalent  in  Caucasian- Americans,  and  are  often 
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triggered/exacerbated  by  the  transition  between  high  school  and  college  (American 
Psychiatric  Association,  1994;  Hesse-Biber  &  Marino,  1991).  Therefore,  although  the 
heterogeneity  of  participants  is  restricted,  the  sample  has  improved  ecological  validity 
(Neisser,  1967)  because  it  consists  of  participants  who  are  most  likely  to  evidence  the 
behavior  being  studied  and  are  the  targets  of  intervention. 

A  third  strength  of  our  study  is  its  potential  clinical  value.  With  a  high  incidence 
of  eating  disorders  in  the  general  population  (American  Psychiatric  Association,  1994; 
Gordon,  1990;  Jackson,  1992;  Kralin,  1993;  Logue,  1991;  Lucas  et  al.,  1988,  1991; 
Maine,  2000;  Tannenhaus,  1992;  Weil-Connected,  1999),  the  relative  l^k  of  research  on 
differences  between  those  who  seek  treatment  and  those  who  do  not  (Cachelin,  Rebeck, 
Veisel,  &  Striegel-Moore,  2001;  Cachelin,  Veisel,  Barzegamazari,  &  Striegel-Moore, 
2000;  Crawford,  1998;  Goodwin  &  Fitzgibbon,  2002;  Keel  et  al.,  2002;  Wilfley  et  al., 
2001;  Wills,  1995),  our  research  is  important  for  understanding  what  motivates 
individuals  to  seek  treatment.  Even  though  several  analyses  could  not  be  conducted 
because  of  the  inadequate  number  of  the  sample  seeking  treatment,  in  some  respects,  the 
higher  than  expected  percentage  of  students  meeting  criteria  for  a  clinical  eating  disorders 
and  the  smaller  than  expected  percentage  of  students  seeking  treatment,  makes  our 
research  even  more  pertinent. 

Also,  many  college  counseling  centers,  psychology  and  counselor  education 
departments,  and  health  education  services  conduct  outreach  efforts  to  educate  students 
about  eating  disorders  to  increase  service  utilization  and  prevent  eating  disorders. 
However,  during  the  course  of  this  study,  this  researcher  was  unable  to  find  research  on 
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treatment-seeking  variables  that  could  be  manipulated  through  outreach  efforts. 
Therefore,  our  study  may  prove  relevant  in  the  improvement  of  outreach  services. 

Implications  for  Psychotherapy 

As  a  result  of  the  high  incidence  of  eating  disorders  in  the  general  population  and  in 
college  students,  our  study  has  implications  for  psychological  services.  Though  causality 
cannot  be  determined  from  the  results  of  our  study,  several  findings  yielded  interesting 
implications  for  therapy  and  outreach.  Shame  and  guilt  were  shown  to  be  associated  with 
treatment-seeking  attitudes.  Assuming,  until  the  question  is  answered  empirically,  that 
shame  and  guilt  are  causally  related  to  treatment- seeking  attitudes,  it  may  worthwhile  in 
outreach  efforts  to  attempt  to  reduce  the  target  audience's  levels  of  shame  and  guilt. 

Reducing  shame  and  guilt  could  probably  be  achieved,  at  least  in  part,  by  educating 
outreach  audience  members  about  the  relative  frequency  of  eating  disorders  in  the 
population  and  the  underlying  motivation  of  the  eating-disordered  individual  for 
unconditional  love  and  acceptance/approval.  If  audience  members  understand  that  eating 
disorders  are  not  sunply  the  result  of  lack  of  discipline  regarding  food,  being  "weak- 
willed",  or  stemming  from  an  inherently  "bad"  character,  those  audience  members  with 
eating  disorders  may  be  able  to  view  their  illness  with  more  compassion  and  less  shame 
and  guilt. 

Also,  for  both  outreach  audience  members  and  psychotherapy  clients,  it  may  also 
be  effective  to  help  the  individual  externalize  their  eating  disorder  (White,  1988;  White  & 
Epston,  1990).  According  to  Tangney  and  Dearing  (2002),  shamed-based  evaluations 
focus  on  moral  transgressions  in  the  self  (which  is  an  internal,  stable  attribution)  whereas 
guilt -based  evaluations  focus  on  moral  transgressions  in  the  behavior  (an  external, 
transient  attribution).  By  focusing  on  the  behavior  and  helping  individuals  to  view  the 
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eating  disorder  as  an  outside  force/person  rather  than  a  "bad"  part  of  themselves,  it  may 
reduce  shame  levels  and  increase  receptivity  to  treatment. 

In  therapy,  it  may  also  be  useful  to  employ  techniques  such  as  relaxation  training, 
stress  management,  developing  strategies  for  self-care,  guided  imagery,  music  therapy, 
meditation,  art  therapy,  and  other  interventions  that  encourage  the  client  to  be  "in  the 
moment."  Oftentimes,  the  tendency  for  clients  to  either  mentally  dissect  the  past  or  to 
preoccupy  about  the  future  generates  stress,  anxiety,  and  depressed  mood.  Moreover, 
Tangney  and  Dearing  (2002)  posit  that  shame  and  guilt  are  often  intense  emotions  that 
arise  from  a  deconstruction  of  past  behaviors  in  which  they  are  viewed  through  a  lens  that 
questions  the  integrity  of  one's  inherent  goodness.  This  mental  deconstruction  and 
constant  evaluation  of  the  morality  or  goodness  of  behaviors  can  lead  to  an  inability  of 
the  individual  to  be  present  in  the  moment,  successfully  use  relaxation  and  stress 
management  techniques,  and  engage  in  cognitive  distortions.  Aiding  clients  in  being  fully 
present  in  the  moment  may  significantly  reduce  their  levels  of  shame  and  guilt. 

For  outreach  efforts,  it  may  also  be  helpful  to  educate  individuals  about  the 
effectiveness  of  treatment  in  reducing  eating  disorder  symptoms.  In  this  researcher's 
experience  in  eating  disorder  outreach  work,  teaching  an  eating  disorder  course,  and 
conducting  research  in  eating  disorders,  many  students  have  expressed  pessimism  about 
the  success  rate  of  eating  disorder  treatment.  It  may  be  that  students  are  unaware  that  the 
majority  of  those  treated  for  eating  disorders  significantly  improve  (Keel  &  Mitchell, 
1997;  Herzog  et  al.,  1993).  By  increasing  optimism  about  recovery/improvement, 
students  may  be  more  likely  to  seek  treatment. 
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The  fact  that  knowledge  of  campus  resources  was  not  related  to  treatment-seeking 
attitudes  may  mean  that  outreach  efforts  focused  on  advertising  sites  on  campus  for 
eating  disorder  treatment  may  be  ineffective;  however,  again,  the  correlational  nature  of 
this  study  precludes  any  strong  causal  inferences  regarding  advertising  and 
treatment-seeking  attitudes.  In  addition,  in  this  sample,  members  of  sororities/fraternities 
and  intercollegiate  athletes  were  not  found  to  be  at  greater  risk  for  eating  disorders  then 
non-members  and  non-athletes.  Therefore,  outreach  resources  may  be  optimized  by  not 
targeting  these  subpopulations  to  the  exclusion  of  others.  However,  knowledge  of  eating 
disorder  symptoms  and  health  hazards  was  associated  with  more  favorable  treatment 
attitudes.  This  finding  is  also  relevant  for  outreach  efforts  because,  although  it  does  not 
demonstrate  cause,  it  supports  the  notion  that  education  which  fecilitates  the 
identification  of  eating  disorders  and  recognition  of  negative  consequences  may  increase 
students'  receptivity  to  treatment. 


APPENDIX  A 
INFORMED  CONSENT 

The  primary  investigator  is  Helen  Bowden,  a  doctoral  student  in  counseling 
psychology  and  her  feculty  supervisor  is  Dr.  Martin  Heesacker.  This  study  involves 
research  designed  to  examine  the  connection  betw^een  current  well-being,  eating  issues, 
and  the  decision  to  seek  help.  The  study  requests  that  you  complete  a  multi-part 
questionnaire,  which  will  require  approximately  30  minutes  of  your  time  during  a  regular 
class  period  or  organization  meeting.  The  questionnaire  will  be  administered  by  the 
primary  investigator,  class  professor  or  teaching  assistant,  or  organization  leader.  You 
may  receive  one  extra  credit  point  or  one  point  toward  your  research  requirement  for  your 
participation.  Although  it  will  be  most  helpful  if  you  are  able  to  folly  complete  the 
questionnaire,  you  may  choose  not  to  answer  selected  questions  and  still  receive  class 
credit  for  your  participation.  Your  name  will  never  be  associated  with  your  answers,  so 
your  identity  will  be  kept  confidential  to  the  extent  provided  by  the  law. 

There  is  no  anticipated  risk  to  you  for  participating  in  this  study.  Also,  aside  from 
an  opportunity  to  think  about  your  self  and  the  relationships  you  have  recently  been  in, 
there  is  probably  no  immediate  benefit  to  you  for  filling  out  the  questionnaire.  The  details 
of  the  extra  credit  mentioned  above  will  be  arranged  and  explained  by  your  instructor. 
You  are  free  to  withdraw  from  the  study  at  any  time  during  the  course  of  the  study. 
Please  ask  any  questions  you  may  have  about  the  project  by  contacting  me  by  mail 
through  the  Department  of  Psychology,  1 14  Psychology  Building,  box  079,  by  phone  at 
376-9990;  or  by  e-mail  at  starr  Kg)  grove. ufl.edu.  If  you  have  any  questions  regarding 
your  rights  as  a  participant  in  a  research  project,  please  contact  Dr.  Levy  at  the  University 
of  Florida  Institutional  Review  Board  office  at  392-0433  or  by  e-mail  at  irb2@ufl.edu. 

In  the  imlikely  event  that  answering  certain  of  the  study  questions  makes  you 
aware  of  personal  problems  or  concerns,  there  are  several  campus  resources  where  you 
may  choose  to  seek  help  m  resolving  these  issues.  The  Counseling  Center  is  located  in 
Peabody  Hall,  Room  301.  The  phone  number  there  is  392-1575.  Also,  Student  Mental 
Health  is  located  at  the  Infirmary  Building.  The  phone  number  there  is  392-11 71. 

I  have  read  and  understand  the  procedure  described  above.  I  agree  to  participate 
and  I  have  received  a  copy  of  this  form. 

Name  (please  print)  

Signature  

Date  

Thank  you  for  your  participation! 
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APPENDIX  B 
INSTRUCTIONS 

1)  When  all  the  materials  have  been  distributed,  you  should  have  two  copies  of  the 
informed  consent,  and  one  questionnaire  packet. 

2)  Read  the  mformed  consent  carefiilly  and  ask  any  questions  you  may  liave.  If  you 
decide  to  participate,  please  complete  and  sign  one  copy  of  the  informed  consent.  Ask 
someone  sitting  nearby  to  witness  your  signature.  The  second  copy  does  not  need  to  be 
filled  in.  It  is  yours  to  keep. 

3)  You  may  write  directly  on  the  questionnaire  packet  to  answer  the  questions. 

4)  Since  the  study  is  designed  in  such  a  way  that  your  privacy  is  protected,  do  not  put 
your  name  or  social  security  number  on  the  questionnaire  packet. 

5)  Notice  that  the  scale  you  use  to  answer  each  question  may  change  from  questionnaire 
section  to  section.  Please  take  the  time  to  read  the  instructions  for  each  section  carefully, 
and  look  at  the  length  and  direction  of  the  scale. 

Thank  you  for  your  help! 
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APPENDIX  C 

SELECTED  ITEMS  FROM  THE  EATING  ATTITUDES  TEST-26 
Please  check  a  response  for  the  following  statements: 

Always  Usually  Often  Sometimes  Rarely  Never 

I .  Am  terrified  about  being  overweight             

6.  Aware  of  the  calorie  contents  of             

foods  that  I  eat 

II.  Am  preoccupied  with  a  desire          

to  be  thinner 

1 8.  Feel  that  food  controls  my  life             

24.  Like  my  stomach  to  be  empty          
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APPENDIX  D 

SELECTED  ITEMS  FROM  THE  QUESTIONNAIRE  FOR  EATING  DISORDERS 

DIAGNOSIS 

Please  complete  the  following  questions  as  honestly  as  possible.  The  questions  refer  to 
current  behaviors  and  beliefs,  meaning  those  that  have  occurred  in  the  past  3  months. 

1.  Do  you  experience  recurrent  episodes  of  binge  eating,  meaning  eating  in  a  discrete 
period  of  time  (e.g.,  within  any  2  hour  period)  an  amount  of  food  that  is  definitely  larger 
than  most  people  would  eat  during  a  similar  period  of  time?     YES  NO 

If  YES:  Continue  to  answer  the  following  questions 
If  NO:    Skip  to  Question  #4 

3.  Circle  the  answers  within  the  two  sets  of  [bold  brackets]  below  that  best  fit  for  you: 

On  the  average,  I  have  had  [1,  2,  3,  4,  5,  6  or  more]  binge  eating  episodes  a  WEEK 
for  at  least  [1  month,  2  months,  3  months,  4  months,  5  months,  6-12  months, 
1+  years] 

For  the  following  questions,  circle  the  answer  that  best  reflects  your  answer: 

6.  Does  your  weight  and/or  body  shape  influence  how  you  feel  about  yourself? 
1  2  3  4  5 

Not  at  all       A  little  A  moderate    Very  much     Extremely  or 

amovmt  completely 

10.  Certain  parts  of  my  body  (e.g.,  my  abdomen,  buttocks,  thighs) 

are  too  fat.  YES  NO 
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APPENDIX  E 

SELECTED  ITEMS  FROM  THE  SILENCING  THE  SELF  SCALE 

Please  bubble  in  the  number  that  best  describes  how  you  feel  about  each  of  the  statements 
listed  below. 

0  12  3  4 

Strongly       Somewhat    Neither  agree    Somewhat  Strongly 
disagree        disagree       nor  disagree      agree  agree 

24.  Caring  means  putting  the  other  person's  needs  in  front  of  my  own. 

*29.  When  my  partner's  needs  and  feelings  conflict  with  my  own,  I  always  state  mine 
clearly. 

35.  Instead  of  risking  confrontations  in  close  relationships,  I  would  rather  not  rock  the 
boat. 

42.  My  partner  loves  and  appreciates  me  for  who  I  am. 
45.  I  rarely  express  my  anger  at  those  close  to  me. 
*  indicates  reversed-scored  items 
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APPENDIX  F 

SELECTED  ITEMS  FROM  THE  TEST  OF  SELF-CONSCIOUS  AFFECT-3 


Below  are  situations  that  people  are  likely  to  encounter  in  day-to-day  life,  followed  by 
several  common  reactions  to  those  situations.  As  you  read  each  scenario,  try  to  imagine 
yourself  in  that  situation.  Then  indicate  how  likely  you  would  be  to  react  m  each  of  the 
ways  described.  We  ask  you  to  rate  all  responses  because  people  may  feel  or  react  more 
than  one  way  to  the  same  situation,  or  they  may  react  different  ways  at  different  times. 

For  example:  You  wake  up  early  one  Saturday  morning.  It  is  cold  and  rainy  outside. 

a.  You  would  telephone  a  friend  to  catch  up  on  news.  (1) — 2 — 3 — 4 — 5 

not  likely        very  likely 

b.  You  would  take  the  extra  time  to  read  the  paper.     1 — 2 — 3 — 4 — (5) 

not  likely        very  likely 

c.  You  would  feel  disappointed  that  it's  raining.  1 — 2 — (3) — 4 — 5 

not  likely        very  likely 

d.  You  would  wonder  why  you  woke  up  so  early.         1 — 2 — 3— (4) — 5 

not  likely        very  likely 

In  the  above  example,  I've  rated  all  of  the  answers  by  circling  a  number.  I  circled  a  "1" 
for  answer  (a)  because  I  wouldn't  want  to  wake  up  a  friend  very  early  on  a  Saturday 
morning  -  so  it's  not  at  all  likely  that  I  would  do  that.  I  circled  a  "5"  for  answer  (b) 
because  I  almost  always  read  the  paper  if  I  have  time  in  the  morning  (very  likely).  I 
circled  a  "3"  for  answer  (c)  because  for  me  it's  about  half  and  half  Sometimes  I  would  be 
disappointed  about  the  rain  and  sometimes  I  wouldn't  -  it  would  depend  on  what  I  had 
planned.  And  I  circled  a  "4"  for  answer  (d)  because  I  would  probably  wonder  why  I  had 
awakend  so  early. 


Please  do  not  skip  any  items — rate  all  responses. 


1 .  You  make  plans  to  meet  a  friend for  lunch.  At  5  a  'clock  you  realize  you  stood  your 
friend  up. 


a.  You  would  think:  "I'm  inconsiderate." 

1—2- 

-3- 

-^5 

not  likely 

very  likely 

b.  You  would  think:  "Well,  my  friend  will 

1—2- 

-3- 

-4—5 

understand." 

not  likely 

very  likely 

c.  You'd  think  you  should  make  it  up  to  your 

1—2- 

-3- 

-4—5 

friend  as  soon  as  possible. 

not  likely 

very  likely 

d.  You  would  think:  "My  boss  distracted  me 

1—2- 

-3- 

-4—5 

just  before  lunch." 

not  likely 

very  likely 
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4.  At  work,  you  wait  until  the  last  minute  to  plan  a  project,  and  it  turns  out  badly. 


a.  You  would  feel  incompetent. 

1 — i, — J— 

A  K. 
— 'I  D 

not  likely 

very  likely 

b.  You  would  think:  "There  are  never  enough 

1    2  3 

-4—5 

hours  in  the  day." 

not  likely 

very  likely 

c.  You  would  feel:  "I  deserve  to  be 

1—2—3- 

—4 — 3 

reprimanded  for  mismanaging  the  project." 

not  likely 

very  likely 

d.  You  would  think:  "What's  done  is  done." 

1    2  3- 

A  C 

-4 — 3 

not  likely 

very  likely 

9^You  are  driving  down  the  road,  and  you  hit  a  small  animal. 

a.  You  would  think  the  animal  shouldn't  liave 

1    2  3 

A  C 

—4 — 5 

been  on  the  road. 

not  likely 

very  likely 

b.  You  would  thmk:  "I'm  terrible." 

1  2—3- 

A  e 
—4—3 

not  likely 

very  likely 

c.  You  would  feel:  "Well,  it  was  an  accident." 

1—2—3- 

-4—5 

not  likely 

very  likely 

d.  You'd  feel  bad  you  hadn't  been  more  alert 

1—2—3- 

-4—5 

driving  down  the  road. 

not  likely 

very  likely 

APPENDIX  G 

SELECTED  ITEMS  FROM  THE  STATE  SHAME  AND  GUILT  SCALE 


The  following  are  some  statements  which  may  or  may  not  describe  how  you  are  feeling 
right  now.  Please  rate  each  statement  using  the  5-point  scale  below.  Remember  to  rate 
each  statement  based  on  how  you  are  feeling  right  at  this  moment. 


I .  I  feel  good  about  myself. 
5.  I  feel  small 

I I .  I  feel  humiliated,  disgraced 

15.  I  feel  bad  about  something 
I  have  done 


Not  feeling 
this  way 
at  all 
1  2 


1 


2 
2 


Feeling 
this  way 
somewhat 
3  4 


3 
3 


4 
4 


Feeling  this 
way  very 
strongly 
5 


5 
5 
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APPENDIX  H 
KNOWLEDGE  OF  EATING  DISORDERS  SCALE 


1.  Which  of  the  following  is  usually  a  symptom  of  bulimia  nervosa? 

a  Weighing  below  15%  of  the  expected  weight  for  your  height,  age,  and  gender 

b.  Eating  more  than  a  normal  person  would  within  a  2-hour  period  of  tune 

c.  Growing  a  fine  layer  of  hair  over  the  body 

d.  No  longer  having  a  period  (menstruation) 

2.  Which  of  the  followmg  is  usually  a  symptom  of  anorexia  nervosa? 

a.  Weighing  below  15%  of  the  expected  weight  for  your  height,  age,  and  gender 

b.  Eating  more  than  a  normal  person  would  within  a  2-hour  period  of  time 

c.  Being  slightly  overweight  or  normal  weight 

d.  Erosion  of  the  teeth 

3.  Which  of  the  following  is  usually  a  symptom  of  bulimia  nervosa? 

a.  Hair  loss 

b.  Restrictive  eating 

c.  Growing  a  fine  layer  of  hair  over  the  body 

d.  Vomiting  to  get  rid  of  calories 

4.  Which  of  the  following  is  usually  a  symptom  of  anorexia  nervosa? 

a.  Frequent  stress  fi-actures 

b.  Eating  more  than  a  normal  person  would  within  a  2-hour  period  of  time 

c.  Vomiting  to  get  rid  of  calories 

d.  Bloodshot  eyes 

5.  Which  of  the  following  is  a  medical  complication  normally  associated  with  anorexia 

nervosa? 
a.  Stomach  ulcers 

a.  Increased  susceptibility  to  bleeding 

b.  Heart  problems 

d.  Esophageal  tearing 

6.  Which  of  the  following  is  a  medical  complication  normally  associated  with  bulimia 

nervosa? 

a.  Osteoporosis 

b.  Shrinking  of  the  heart 

c.  Kidney  failure 

d.  Stress  fractures 


112 


113 


7.  Which  of  the  following  is  a  medical  complication  normally  associated  with  anorexia 

nervosa? 

a.  Hernia 

b.  Esophageal  tearing 

c.  Osteoporosis 

d.  Fecal  incontinence 

8.  Which  of  the  following  is  a  medical  complication  normally  associated  with  bulimia 

nervosa? 

a.  Decreased  bone  density 

b.  Electrolyte  imbalance 

c.  Anemia 

d.  Hypoglycemia 

9.  The  three  warning  signs  of  female  athletes  with  eating  disorders  are: 

a.  Distorted  thmking,  osteoporosis,  and  amenorrhea 

b.  Low  body  fat,  perfectionism,  and  amenorrhea 

c.  Disordered  eating,  osteoporosis,  and  amenorrhea 
c.  Dizziness,  stress  fractures,  and  dehydration 

10.  Which  of  the  following  are  characteristic  of  men  with  eating  disorders? 

a.  An  aggressive  and  controlling  personality  style 

b.  Homosexuality 

c.  Difficulty  expressing  emotion 

d.  Overly  sexual  behavior 

1 1 .  Which  of  the  following  is  a  conmion  treatment  for  eating  disorders? 

a.  Antidepressant  medication 

b.  Psychotherapy 

c.  Nutritional  coimseling 

d.  All  of  the  above 

e.  None  of  the  above 

12.  Aim  is  a  19-yr  old  student  who  came  into  the  doctor  because  her  scalp  hair  began 
falling  out  and  she  started  developing  a  fine  layer  of  hair  on  several  areas  of  her  body. 
Later  in  the  examination.  Aim  mentions  that  her  right  ankle  has  been  causing  her 
significant  pain  after  she  exercised  for  a  few  hours  in  the  gym  on  Tuesday.  When  the 
doctor  questions  Aim  about  her  diet,  Ann  says  that  she  eats  a  plate  of  broccoli 
everyday  for  breakfast,  a  crumpet  with  fat-free  cream  cheese  for  lunch,  and  carrots 
and  a  slice  of  whole-wheat  bread  with  mustard  for  dinner. 

Based  on  this  vignette,  Ann  most  likely  has: 


1 

Normal 
Eating 


2 


Some  eating 
issues 


3 


4 


A  clinical  eating 
disorder 


5 
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13.  Ronald  is  a  22-year  old,  slightly  overweight  student  who  makes  an  appointment  with 
a  psychologist  because  he  feels  ashamed  and  guilty  about  his  eating  habits.  He  reports 
being  preoccupied  with  food  all  the  time,  and  that  he  often  "loses  control"  at  home 
and  eats  huge  amounts  of  Oreos,  pizza,  and  cereal  within  a  few  hours.  He  says  that 
after  eating  like  that,  he  feels  like  a  horrible,  weak-willed  person  and  will  then  fast  for 
several  days  afterward.  Ronald  also  admits  to  frequently  using  alcohol,  especially 
when  he  is  feeling  down. 

Based  on  this  vignette,  Ronald  most  likely  has: 

1  2  3  4  5 

Normal  Some  eating  A  clinical  eating 

Eating  issues  disorder 

14.  Persons  with  anorexia  nervosa  have  up  to  a  %  chance  of  dying  fi-om  the  disorder 

a.  1 

b.  7 

c.  9.5 

d.  20 

15.  If  you  have  anorexia  nervosa,  which  of  the  following  is  the  most  likely  to  happen? 

a.  Your  brain  can  shrink 

b.  Your  toes  can  shrivel  due  to  lack  of  circulation 

c.  Your  body  and  scalp  hair  can  become  very  thick 

d.  You  can  lose  sensation  in  your  lips 

16.  If  you  have  bulimia  nervosa,  which  of  the  following  is  the  most  likely  to  happen? 

a.  Your  brain  can  shrink 

b.  You  can  lose  sensation  in  your  lips 

c.  You  can  lose  control  over  your  bowel  movements 

d.  Your  scalp  hair  can  fall  out. 

17.  Most  people  with  eating  disorders  get  better  on  their  own,  without  professional 
treatment. 

a.  Strongly  agree 

b.  Somewhat  agree 

c.  Neither  agree  nor  disagree 

d.  Somewhat  disagree 
d.  Strongly  disagree 

1 8.  There  is  no  place  on  my  campus  that  specializes  in  treatmg  eating  disorders. 

a.  Strongly  agree 

b.  Somewhat  agree 

c.  Neither  agree  nor  disagree 

d.  Somewhat  disagree 

e.  Strongly  disagree 
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19.  Only  people  with  very  serious  eating  issues  should  seek  mental  health  counseling. 

a.  Strongly  agree 

b.  Somewhat  agree 

c.  Neither  agree  nor  disagree 

d.  Somewhat  disagree 

e.  Strongly  disagree 

20.  Few  people  who  seek  professional  treatment  for  eating  disorders  really  improve. 

a.  Strongly  agree 

b.  Somewhat  agree 

c.  Neither  agree  nor  disagree 

d.  Somewhat  disagree 

e.  Strongly  disagree 


APPENDIX  I 
BODY  IMAGE  SCALE 


Instructions: 


Rate  each  statement  below  using  the  following  scale  unless  otherwise  indicated 
0  12  3  4 

Strongly  Somewhat  Neither  agree  Somewhat  Strongly 
Agree  Agree         nor  disagree       Disagree  Disagiee 

1 .  I  think  that  I  am  significantly  overweight. 

0  12  3  4 

2.  My  peers  would  probably  describe  me  as  being  significantly  overweight. 

0  12  3  4 

3.  I  think  that  the  gender  in  whom  I  am  romantically  interested  is  looking  for  someone 

who  is  thinner  than  I  am 
0  12  3  4 

4.  I  feel  very  good  about  my  body. 

0  12  3  4 

5.  Ideally,  I'd  like  to  lose  several  pounds. 

0  12  3  4 

6.  Ideally,  I'd  like  to  gain  several  pounds. 

0  12  3  4 

7.  I  think  that  I  have  significant  issues  with  food/eating. 

0  12  3  4 

8.  I  think  that  I  have  significant  issues  with  my  body. 

0  12  3  4 

9.  I  know  a  lot  about  eating  disorders  symptoms  and  health  consequences. 

0  12  3  4 

10.  I  think  that  I  may  currently  have  an  eating  disorder. 

0  12  3  4 

11.  I  am  currently  receiving  treatment  for  an  eating  disorder.      YES  NO 

12.  The  treatment  that  1  am  currently  receiving  has  been  very  helpful  N/A 

0  12  3  4 

13:  The  type  of  treatment  that  I  am  currently  receiving  for  the  eating  disorder  is: 
(Circle  all  that  apply): 

a.  N/A 

b.  Outpatient  medical  treatment  (from  a  medical  doctor  or  Physician  Assistant) 

c.  Hospitalization/inpatient  residential  treatment 

d.  Nutritional  counseling/education  (from  a  nutritionist  or  dietician) 


116 


117 


e.  Treatment  from  a  psychiatrist 

f.  Psychological  counseling  (from  a  counselor,  social  worker,  or  psychologist) 

g.  Other  

14.  I  have  had  an  eating  disorder  in  the  past. 

0  12  3  4 

15.  I  received  treatment  for  the  eating  disorder  in  the  past:  YES  NO 

0  12  3  4 

Strongly  Somewhat  Neither  agree  Somewhat  Strongly 
Agree  Agree  nor  disagree       Disagree  Disagree 

16.  The  treatment  that  I  received  in  the  past  was  very  helpful:  N/A 

0  12  3  4 

1 7.  The  type  of  treatment  that  I  received  in  the  past  for  the  eating  disorder  was: 

(Circle  all  that  apply): 

a.  N/A 

b.  Outpatient  medical  treatment 

c.  Hospitalization/inpatient  residential  treatment 

d.  Nutritional  counseling/education  (from  a  nutritionist  or  dietician) 

e.  Treatment  from  a  psychiatrist 

£  Psychological  counseling  (from  a  counselor,  social  worker,  or  psychologist) 
g.  Other  

1 8.  List  all  the  places  that  you  know  of  on  your  campus  that  you  can  go  for  help  for/ 
information  about  an  eating  disorder:  


APPENDIX  J 
DEMOGRAPHIC  QUESTIONNAIRE 


1 .  I  am  biologically  a: 

a.  Female 

b.  Male 


I  am: 

a.  Caucasian-American 

b.  African-American 

c.  Asian-American 

d.  Hispanic-American/Latina(o) 

e.  Native-American 

f.  International  student  from  (list  country) 

g.  Other  


3.  I  am  a: 

a.  First-year  student 

b.  Sophomore 

c.  Junior 

d.  Senior 

e.  Post-baccaulaureate 

f.  Graduate  student 

g.  Post-doctoral  student 

h.  aher 


4.  I  (circle  all  that  apply): 

a.  Am  a  intercollegiate  athlete 

b.  Am  in  a  sorority/fraternity 

c.  Live  on  a  same-sex  dorm  floor 

d.  Live  on  a  co-ed  dorm  floor 

e.  Am  in  an  ethnicity/nationality-focused  organization  (ex:  Black  Student  Union) 


5.  I  identily  myself  as: 

a.  Heterosexual 

b.  Bisexual 

c.  Homosexual 

d.  Transgendered 


6.  Age: 
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